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rOMMTSSIONERS'  SUMMARY  AND  COMMENTS 

On  August  12,  1993,  a  patient  at  Westborough  State  Hospital  was  severely  beaten  by  one  staff  - 
person  while  held  to  the  floor  in  physical  restraint  by  several  staff,  and  while  other  staff  looked  on. 
One  of  the  on-lookers,  REDACTED,  leaned  over  the  patient  and  told  him,  'That's  what  you  get  for 
misbehaving.'  REDACTED  intervened  to  stop  the  beating  and  REDACTED  assaultive  staff 
person.  Four  days  later  he  reported  the  incident  to  the  DPPC. 

On  August  17,  1993,  the  incident  was  referred  to  DMH  for  investigation.  The  DMH  investigator 
substantiated  abuse  based  on  the  interviews  with  the  patient  and  the  campus  police  officer  and  the 
injuries  sustained  by  the  patient.  No  one  else  present  reported  the  abuse  to  the  DPPC  or  admitted 
to  having  witnessed  the  abuse  when  questioned. 

DMH,  in  some  ways,  responded  appropriately  to  this  incident  by  taking  administrative  actions 
including  terminating  the  abuser  and  REDACTED  who  told  the  client  he  got  what  he  deserved. 
Several  others  were  also  disciplined,  although  discipline  was  inconsistently  applied  and  two  people 
were  not  disciplined  at  all. 

However,  the  DPPC  investigation  found  that  inconsistently  applied  hiring  practices  at 
Westborough  State  Hospital  contributed  to  the  hiring  of  persons  with  significant  criminal  records. 
The  assailant  in  this  case  went  to  work  at  Westborough  State  Hospital  REDACTED.  It  is  not 
surprising  that  staff  refused  to  say  they  had  seen  him  abuse  a  patient. 

The  notable  exception  was  REDACTED  who  stopped  the  assault  and  REDACTED...  abuser.  That 
REDACTED  then  received  harassing  phone  calls  at  his  home  and  threatening  anonymous  notes. 
"REDACTED  staff  and  die"  was  scratched  into  an  elevator  wall  at  Westborough  State  Hospital. 

Other  staff  interviewed  reported  they  were  afraid  to  report  abuse  and  had  been  harassed  for  doing 
so.  Administrative  staff  acknowledged  that  it  is  difficult  to  get  staff  to  report  abuse  for  fear  of 
some  form  of  retribution.  A  review  of  reports  of  abuse  to  the  DPPC  for  the  last  three  years 
revealed  that  only  one  report  had  been  made  by  a  direct  care  worker  at  this  facility. 

The  DPPC  also  found  numerous  reports  of  abuse  which  had  been  made  internally  to  DMH,  but 
were  not  reported  to  the  DPPC.  Persons  at  every  level  of  employment  within  Westborough  State 
Hospital  were  aware  of  instances  of  patient  abuse  and  did  not  report,  even  though  they  were 
mandated  by  law  to  report  to  the  DPPC.  For  the  last  two  years  the  DPPC  has  made  numerous 
offers  to  conduct  training  at  DMH  run  facilities  in  the  requirement  to  report  abuse  to  the  DPPC,  but 
with  little  response  from  DMH  until  recently. 

DMH  refused  to  allow  the  DPPC  access  to  personnel  records  of  those  persons  involved  in  the 
incident  of  August  12,  1993,  for  one  full  year  after  the  request  was  made,  although  DPPC  is 
authorized  to  access  these  records  by  law.  When  the  records  were  finally  released  it  could  be 
determined  that  several  of  the  persons  involved  in  the  restraint  had  criminal  histories.  DMH  also 
took  a  number  of  administrative  actions  against  personnel  who  were  present  during  the  assault, 
while  the  personnel  records  were  being  withheld  from  the  DPPC  investigator. 

As  a  result  of  this  investigation  into  the  assault  of  a  patient  at  Westborough  State  Hospital  on 
August  12,  1993,  and  to  address  the  more  pervasive  fear  of  reporting  abuse  which  exists  at  this 
facility,  the  DPPC  makes  the  following  recommendations: 

1.  It  is  recommended  that  the  Department  of  Mental  Health 


•  Begin  a  comprehensive  examination  of  failure  to  report  abuse  on  all  units  at  Westborough 
State  Hospital. 

•  Begin  a  rigid  enforcement  of  all  disciplinary  procedures  available  to  it  to  enforce  reporting 
of  abuse. 

•  Discipline  all  Administrators  and  Internal  Affairs  personnel  for  their  failure  to  report 
previous  abuse  to  the  DPPC,  as  found  in  this  Investigation. 

•  Discipline  INTERVIEWEE  VI,  for  her  failure  to  report  abuse  and  her  failure  to 
REDACTED  and  all  REDACTED  involved  in  the  events  of  August  12,  1993,  in  an 
appropriate  manner. 

•  Discipline  INTERVIEWEE  VII  for  his  participation  in  the  restraint  of  the  patient,  his 
falsification  of  his  role  in  the  incident,  and  his  infliction  of  serious  physical  injury  on  the 
patient.  It  is  recommended  that  this  discipline,  taking  into  account  the  previous  allegations 
against  him,  his  previous  falsification  during  investigations  and  his  pattern  of  behaviors 
with  patients  at  WBSH,  result  in  termination. 

Continue  to  ensure  that  COLLATERAL  HHHH  and  COLLATERAL  L  never  work  with 
patients  at  Westborough  State  Hospital  or  any  other  DMH  Facility  or  Program. 

•  Instruct  personnel  managers  and  hearing  officers  to  retain  all  records  of  statements  of  staff 
at  disciplinary  hearings. 

2.  It  is  recommended  that  DMH/WBSH  seek  training  for  both  staff  and  patients  in  reporting 
requirements  from  the  Disabled  Persons  Protection  Commission.  This  training  should  be 
mandatory  and  should  be  followed  by  criminal  sanctions  for  future  failure  to  report  by  mandated 
reporters.  In  fact,  DMH  is  currently  in  the  process  of  arranging  for  a  series  of  training  by  the 
DPPC  for  DMH  staff  state-wide  in  the  statutory  requirement  to  report  abuse. 

3.  It  is  recommended  that  the  policy  of  not  utilizing  seclusion  at  WBSH  be  reviewed  by 
appropriate  personnel  within  DMH. 

4.  It  is  recommended  that  a  thorough  review  of  the  utilization  of  restraint  at  WBSH  be  conducted 
for  possible  application  of  less  restrictive  measures  to  control  difficult  patients. 

A  copy  of  this  Investigation  Report  will  be  forwarded  to  the  Worcester  County  District  Attorney  in 
order  that  the  Office  of  the  District  Attorney  may  pursue  criminal  charges  against  COLLATERAL  L 
and  against  any  other  personnel  who  failed  to  stop  the  assault  or  to  report  abuse  as  noted  in  this 
Investigation  Report. 

A  copy  of  this  Investigation  Report  will  be  forwarded  to  the  Attorney  General's  Office  for 
consideration  of  criminal  charges  against  Westborough  State  Hospital  personnel  who  may  have 
violated  patient  civil  rights. 


INTRODUCTION  TO  THE  INVESTIGATION 

This  Commissioners'  Investigation  was  conducted  at  Westborough  State  Hospital  pursuant  to 
M.G.L.  C.19C,  §8,  and  118  CMR  §6.  The  investigation  was  authorized  by  the  Commissioners  of 
the  Disabled  Persons  Protection  Commission  [DPPC]  on  December  22,  1993,  following  a  request 

by  INTERVIEWEE  XVIII,  REDACTED and  REDACTED 

The  request,  made  on  behalf  of  a  patient  at  Westborough  State  Hospital  [WBSH],  was  for  an 
investigation  into  certain  allegations  of  abuse,  retaliation  and  omission.  The  Investigation  was 
conducted  by  Cameron  Bishop,  Supervising  Investigator,  DPPC  Worcester  Office. 

The  focus  of  the  Investigation  is  an  assault  and  resultant  injuries  sustained  by  a  patient  during  a 
restraint  at  WBSH  on  August  12,  1993.  It  addresses  the  actions  and/or  inaction  of  WBSH 
Administration  and  staff  concerning  this  patient.  The  Investigation  also  reviews  previous 
allegations  against  personnel  involved  in  the  restraint. 

DELAYS  IN  THE  INVESTIGATION 

Due  to  the  need  to  complete  another  on-going  Commissioners'  Investigation  first,  this 
Commissioners'  Investigation  was  not  initiated  by  the  DPPC  until  November,  1994.    Thereafter 
the  Department  of  Mental  Health  refused  to  release  documents  requested  by  the  DPPC  Investigator 
for  a  year;  they  were  released  in  November,  1995.  During  that  delay  the  DMH  conducted 
hearings,  issued  decision  and  action  letters  on  complaints  filed  concerning  the  events  of  August  12, 
1993,  and  took  disciplinary  action  against  several  employees  who  were  involved  in  the  restraint 
during  which  the  assault  occurred. 

EVENTS  OF  AUGUST  12.  1993 

WBSH  records  indicate  that  the  alleged  victim  and  another  patient  went  AWA  [absent  without 
authority]  on  August  12,  1993.  Campus  Police  and  Massachusetts  State  Police  searched  for  the 
missing  patients  and  Campus  Police  finally  located  them.  Both  patients  had  consumed  a  large 
quantity  of  alcohol  but  willingly  accompanied  the  Campus  Police  back  to  WBSH.  Once  back  at  the 
hospital  both  patients  were  transferred  to  a  locked  psychiatric  ward,  Hennessy  2A. 

The  patients  were  taken  to  a  Day  Hall  on  the  ward.  However,  shortly  afterward  they  were  moved. 
The  alleged  victim  was  placed  in  the  ward's  "Quiet  Room"  —  a  room  usually  reserved  for  patients 
needing  seclusion.  Once  in  the  Quiet  Room,  this  patient,  who  had  been  somewhat  belligerent 
previously,  began  to  threaten  staff  and  to  throw  karate  kicks  and  punches  into  the  air. 
COLLATERAL  NNN,  REDACTED,  initiated  a  restraint  of  the  patient  at  this  point.  The  restraint 
was  completed  with  the  assistance  of  three  other  MHWs.  According  to  all  persons  involved,  the 
patient  was  uninjured  after  this  restraint.  However,  COLLATERAL  L  apparently  injured  his  elbow 
during  this  restraint.  At  the  initiation  of  this  restraint  a  "Green  Alert"  was  called  [notification  that  a 
patient  is  out  of  control  and  assistance  is  needed]. 

After  a  discussion  with  COLLATERAL  AAAA,  the  patient  was  allowed  up  to  walk  to  the 
"Restraint  Room"  to  be  placed  in  four- point  restraint.  Once  up  and  in  the  hall,  the  patient  kicked 
COLLATERAL  NNN  in  the  stomach.  The  patient  was  again  restrained  by  several  MHWs  in  the 
hallway.  Also  present,  but  not  a  participant  to  this  restraint  were  ,  INTERVIEWEE  VI  — 
"REDACTED"  for  REDACTED,  COLLATERAL  HHHH,  REDACTED  —  REDACTED  ward, 
and  INTERVIEWEE  XV. 


According  to  INTERVIEWEE  XV,  "As  many  as  eight  staff  members  were  on  top  of  [the  patient]. 
COLLATERAL  L  was  up  by  [the  patient's]  head  and  REDACTED  observed  him  punch  [the 
patient]  five  or  six  times  with  extremely  hard  blows.  REDACTED  could  hear  every  impact  and 
instantly  the  client  started  to  bleed  and  swell.  I  moved  in  to  stop  the  staff  member  but  before  I 
could  get  there  COLLATERAL  L  used  a  head  twist  technique  that  I  did  have  to  stop.  Extreme  fore;; 
was  used.  REDACTED  checked  to  see  if  the  patient  [sic]  neck  was  broken. . .  COLLATERAL  L 
also  said  to  [the  patient],  'This  is  what  you  wanted  so  you  got  it.'" 

INTERVIEWEE  XV  REDACTED  COLLATERAL  L  ..REDACTED..,  REDACTED 

Worcester  District  Court.  COLLATERAL  L REDACTED after 

COLLATERAL  HHHH  ...REDACTED... 

On  December  30,  1993  the  charges  were  dismissed  on  the  motion  of  COLLATERAL  L's  defense 
counsel.  According  to  the  Worcester  District  Attorney's  Office,  the  Department  of  Mental  Health 
refused  to  release  the  DMH  Investigation  Report  and,  therefore,  discovery  was  obstructed. 

DMH  INVESTIGATION  REPORTS 

On  October  6,  1993,  DMH  Investigator  Richard  Pickett  completed  two  Investigations  for  the 
DPPC  under  the  auspices  of  M.G.L.  C.19C.  The  Investigations  concluded  that  COLLATERAL  L 
had  physically  abused  the  patient  in  the  course  of  a  restraint.  The  Investigations  did  not  address 
the  actions  and/or  inaction  of  other  staff  present  during  the  restraint. 

In  February,  1994  Investigator  Pickett  submitted  to  DMH  an  Investigation  Report  pursuant  to 
DMH  Investigation  Regulations,  104  CMR  24.00  ,etseq.,  concerning  complaints  filed  at  DMH 
relating  to  the  same  incident  (DMH  Complaint  Log  #04-WBSH-93-246-A,  B,  C  &  D).  In  his 
conclusions  Investigator  Pickett  wrote  that  COLLATERAL  HHHH  had  placed  the  alleged  victim 
and  a  second  patient  in  seclusion  without  completing  the  required  documentation.  He  further 
concluded  that  the  alleged  victim  sustained  injury  during  the  second  restraint.  Investigator  Pickett 
also  concluded  that  all  other  staff  present,  with  the  exception  of  INTERVIEWEE  XV,  "failed  to 
observe  inappropriate  actions  by  COLLATERAL  L  or  any  other  staff  person  involved  in  the 
physical  restraints." 


SUBSEQUENT  DMH  ACTIONS  AND  DECISIONS 

In  a  DMH  Decision  and  Action  Letter  dated  June  3,  1994,  Theodore  E.  Kirousis  —  DMH  Area 
Director,  wrote: 

ANALYSIS  OF  THE  FINDINGS 

COLLATERAL  L  committed  patient  abuse  and  possibly  assault  and  battery  by  punching  Patient 
#7  during  the  process  of  restraining  him.  COLLATERAL  L  ...REDACTED...  appropriately  for  this 
action  and  is  facing  legal  charges. 

REDACTED. 

COLLATERAL  HHHH  [sic],  COLLATERAL  DDDD,  COLLATERAL  MM ,  INTERVIEWEE  V, 
COLLATERAL  HH,  INTERVIEWEE  III,  COLLATERAL  AAAA,  INTERVIEWEE  VII.  and 
INTERVIEWEE  XV  either  participated  in  or  observed  the  restraint.  INTERVIEWEE  XV  reported 
COLLATERAL  L  's  abuse  of  Patient  #7  through  appropriate  channels.  Jlie  other  staff  failed  to 
report  observation  of  patient  abuse  as  required  by  Hospital  Policy  and  Procedure  and  State 
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Statute  and  failed  to  testify  fully  regarding  their  observations.  This  is  a  most  serious  and  flagrant 
violation  of  essential  staff  mandate  under  regulation. 

COLLATERAL  HHHH  ...  initiated  and  authorized  Seclusion  when  she  REDACTED  Patient  #l~lo 
the  Quiet  Room  and  REDACTED  the  other  patient  to  the  Restraint  Room. 

ACTIONS: 

a)  Proceedings  are  to  begin  at  once  for  the  permanent  termination  of  employment  for 
COLLATERAL  L  for  flagrant  patient  abuse. 

b)  Disciplinary  action  is  to  be  taken  against  COLLATERAL  HHHH  who  failed  to  carry  out  her 
responsibilities  as  REDACTED  and  to  adhere  to  REDACTED  ethics. 

c)  Disciplinary  action  is  to  be  taken  against  those  identified  above  who  witnessed  abuse  but  failed 
to  report  it  or  to  testify  about  it  during  the  investigation. 

e)  The  Chief  Operating  Officer  of  the  Hospital,  Mr.  Scheibel,  shall  undertake  a  comprehensive 
management  review  of  the  adequacy  of  supervision  and  reporting  relationships  in  Hennessy  2A 
and  effect  all  interventions  necessary  to  ensure  appropriate  adequate  staff  responsibility  and 
accountability  on  the  unit.  Mr.  Scheibel  will  submit  a  formal  report  to  me  within  30  days  detailing 
all  actions  which  have  occurred  since  the  time  of  the  incident  to  correct  deficiencies. 

In  a  decision  and  action  letter  to  COLLATERAL  L,  dated  October  REDACTED  Steven  Scheibel, 
Chief  Operating  Officer  at  WBSH,  stated  in  part: 

After  careful  review  of  the  evidence  and  testimony  presented  at  the  hearing  it  is  my  opinion  that 
the  evidence  and  testimony  substantiate  the  charges  and  specifications  outlined  above. 
Specifically,  my  reasons  are  as  follows: 

CHARGE  I:  I  find  the  evidence  and  testimony  creditable  that  on  August  12,  1993,  in  the  hallway 
of  Hennessy  2A  you  assaulted  CLIENT  I  while  he  was  being  restrained.  I  find  the  testimony  of 
INTERVIEWEE  XV,    that  he  observed  you  punching  CLIENT  I  on  the  facial  area  and  head  to  be 
creditable.  This  is  supported  by  CLIENT  I's  testimony  in  that  he  stated  at  the  hearing  that  you 
punched  him  in  the  face  and  head  during  the  restraint  in  the  hallway  of  Hennessy  2A.  In 
addition,  another  staff  person  testified  that  you  assisted  in  that  particular  restraint. 

Evidence  presented  on  vour  behalf  did  not  substantiate  your  claim  that  you  did  not  assault 
CLIENT  I 

Because  of  the  severity  of  these  substantiated  charges  I  find  that  there  is  just  cause  to  discharge 
you  from  your  position  as  REDACTED  at  the  Westborough  State  Hospital  effective  REDACTED 
October  REDACTED 

C.O.O.  Scheibel  made  decisions  to  discipline  several  staff  present  during  the  restraint  of 
CLIENT  I: 

•  A  letter  dated  January  REDACTED  stated  that  COLLATERAL  MM  would  be  suspended  for 
one  day  without  pay  for  failing  to  report  the  abuse  of  the  patient. 

•  On  January  REDACTED,  INTERVIEWEE  V  received  a  formal  written  warning  for  failure  to 
report  the  abuse  of  the  patient. 

•  A  letter  dated  March  REDACTED,  stated  that  INTERVIEWEE  III  would  be  suspended  for 
REDACTED  days  without  pay  for  failure  to  report  the  abuse  of  the  patient. 

REPORTING  INFORMATION  CONCERNING  WBSH 
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From  August,  1993  until  June,  1996,  there  were  one  hundred  forty-five  reports  of  possible  abuse 
reported  to  the  DPPC  concerning  patients  of  WBSH.  Sixty-nine  cases  were  screened  as  internal 
cases  for  investigation.  Nineteen  investigations  substantiated  abuse.  In  one  report  the  investigafor 
was  unable  to  determine  if  abuse  occurred.  As  of  June,  1996,  eight  of  the  sixty-nine  investigations 
were  incomplete.  One  of  those  incomplete  investigations  was  due  in  1994,  and  four  were  due  in 
1995.  Only  one  report  of  alleged  abuse  was  reported  during  this  period  by  an  MHW  and  only  one 
report  of  abuse  was  reported  during  this  period  by  a  DMH  Investigator. 

A  review  of  complaints  of  mistreatment  filed  in  compliance  with  the  DMH  patient  mistreatment 
regulations  against  the  persons  involved  in  the  restraint  of  August  12,  1993,  revealed  numerous 
incidents  of  abuse  which  should  have  been  reported  to  the  DPPC  by  DMH  staff,  but  were  not. 

STAFF  BACKGROUNDS 

Of  the  REDACTED  involved  in  the  restraint  of  or  retaliation  against  the  patient  seven  had 
REDACTED,  seven  had  significant  complaints  of  patient  abuse  filed  in  the  past  and  nine  had 
received  administrative  disciplinary  actions. 

CONCLUSIONS 

The  DPPC  reached  the  following  conclusions  as  a  result  of  the  Investigation: 

A.  It  is  concluded  that  requiring  the  alleged  victim  and  the  second  patient  to  move  to  the  Quiet 
Room  and  to  the  Restraint  Room,  respectively,  constituted  Seclusion  as  defined  by  Statute, 
Regulation  and  Policy.  It  is  further  concluded  that  this  Seclusion  violated  said  Statute,  Regulations 
and  Policies. 

B.  It  is  concluded  that  the  first  restraint  of  CLIENT  I  violated  Massachusetts  General  Law,  DMH 
Regulations  and  WBSH  Regulations. 

C.  It  is  concluded  that  COLLATERAL  L  assaulted  the  patient  during  the  second  restraint  of  this 
patient  on  August  12,  1993,  with  a  closed  fist.  The  patient  was  struck  numerous  times  around  the 
face  and  head  by  COLLATERAL  L.  It  is  also  concluded  that  COLLATERAL  L  twisted  the 
patient's  neck  in  a  dangerous  fashion  in  a  further  attempt  to  harm  him.  It  is  concluded  that  these 
actions  by  COLLATERAL  L  resulted  in  Serious  Physical  Injury,  as  defined  by  M.G.L.  cl9C,  to 
the  patient. 

D.  It  is  concluded  that  the  decision  to  hire  and  to  keep  COLLATERAL  L  REDACTED  placed  all 
patients  with  whom  REDACTED  at  Westborough  State  Hospital  at  risk  physically  and 
emotionally.  (REDACTED,  COLLATERAL  L  REDACTED.) 

E.  It  is  concluded  that  COLLATERAL  HHHH  failed  to  halt  or  prevent  the  assault  on  this  patient 
and,  further,  that  her  statements  to  the  DMH  Investigations  Manager,  Richard  Pickett,  and  to 
DMH/WBSH  Administration  were  not  credible,  when  she  claimed  that  she  did  not  observe  the 
assault  by  COLLATERAL  L  on  the  patient. 

F.  It  is  concluded  that  INTERVIEWEE  HI,  failed  to  halt  or  prevent  the  assault  on  the  patient  and. 
further,  that  his  statements  were  not  credible  to  the  DMH  Investigator  and  at  the  Show  Cause 
Hearing  concerning  the  actions  of  COLLATERAL  L  and  COLLATERAL  HHHH.  It  is  also 
concluded  that  INTERVIEWEE  III  failed  to  report  abuse  to  the  DPPC. 


G.  It  is  concluded  that  INTERVIEWEE  VII  caused  serious  physical  injury,  as  defined  by 
M.G.L.  C.19C,  to  the  patient  when  he  "kneeled"  on  his  arm  during  the  Second  Restraint  causing  a 
bruise  and  further,  that  his  statements  were  not  credible  to  the  DPPC  investigator  and  the 
DMH/WBSH  Hearing  Officer  when  he  reported  that  he  did  not  observe  or  take  part  in  the  Second 
Restraint  of  the  patient  in  the  hallway  of  Hennessy  2A. 

H.  It  is  concluded  that  INTERVIEWEE  VII  failed  to  halt  or  prevent  the  assault  on  the  patient.  It  is 
also  concluded  that  INTERVIEWEE  VH  failed  to  report  the  abuse  to  the  DPPC  as  required. 

I.  It  is  concluded  that  INTERVIEWEE  V,  failed  to  halt  or  prevent  the  assault  on  the  patient  and, 
further,  that  he  was  not  credible  to  the  DMH  Investigator  and  also  at  the  Show  Cause  Hearing 
concerning  the  actions  of  COLLATERAL  L.  It  is  concluded  that  INTERVIEWEE  V  failed  to  report 
this  abuse  to  the  DPPC  as  required. 

J.  It  is  concluded  that  COLLATERAL  HH  failed  to  halt  or  prevent  the  assault  on  the  patient  and 
further,  that  his  statements  to  the  DMH  Investigator  to  the  effect  that  he  did  not  witness  abuse  were 
not  credible.  It  is  concluded  that  COLLATERAL  HH  failed  to  report  the  abuse  to  the  DPPC  as 
required. 

K.  It  is  concluded  that  COLLATERAL  MM  failed  to  halt  or  prevent  the  assault  on  the  patient  and 
further,  that  his  testimony  at  the  Show  Cause  Hearing  was  not  credible.  It  is  further  concluded  that 
COLLATERAL  MM  failed  to  report  this  abuse  to  the  DPPC  as  required  by  law. 

L.  It  is  concluded  that  INTERVIEWEE  VI,  was  present  during  the  assault  on  the  patient  by 
COLLATERAL  L.  It  is  also  concluded  that  she  observed  this  assault  and  failed  to  stop  or  prevent  it 
and  that  she  was  not  credible  in  her  written  statement  and  to  the  investigator  when  she  reported  that 
she  did  not  see  COLLATERAL  L  strike  the  patient.  It  is  further  concluded  that  INTERVIEWEE  VI 
REDACTED  at  the  time  of  the  assault.  It  is  also  concluded  that  INTERVIEWEE  VI  failed  to  report 
the  assault  to  the  DPPC  as  required  by  law. 

M.  It  is  concluded  that  the  two  restraints  of  the  patient  on  August  12,  1993,  resulted  in  an  out-of- 
control  situation  among  all  staff  present  during  these  restraints. 

N.  It  is  concluded  that  COLLATERAL  S  retaliated  against  the  patient  for  reporting  the  actions  of 
COLLATERAL  L  to  WBSH  Administration  and  DMH  Investigators. 

O.  It  is  concluded  that  the  destruction  of  hearing  notes  failed  to  create  a  record  of  previous 
statements  which  would  allow  an  investigator  and/or  administrator  to  further  examine  the 
credibility  of  staff  regarding  the  events  of  August  12,  1993. 

P.  It  is  concluded  that,  although  Commissioner  Elias  wrote  that  "DMH  took  the  complaint  very 
seriously"  in  her  Commissioner's  Appeal  Decision  of  the  DMH  Investigation  of  the  assault  on  the 
patient  by  COLLATERAL  L,  there  was  inconsistent  regard  for  the  seriousness  of  the  incident  at 
WBSH.  Although  REDACTED  participants  were  terminated  as  a  result  of  the  assault,  it  has  been 
found  that  other  disciplinary  actions  were  not  uniformly  applied. 

Q.  It  is  concluded  that  a  climate  of  fear  regarding  reporting  abuse  exists  at  Westborough  State 
Hospital.  This  climate  was  a  significant  factor  as  it  affected  the  events  of  August  12,  1993. 

R.  It  is  concluded  that  the  allegation  that  REDACTED  threatened  bodily  harm  to  the  patient  for 
speaking  to  anyone  about  the  assault  is  not  supported  by  the  facts  discovered  in  this  Investigation. 
Therefore,  this  allegation  is  not  substantiated. 


S.  It  is  concluded  that  there  have  been  numerous  failures  to  report  abuse  to  the  DPPC,  as  required 
by  law,  by  WBSH  Direct  Care  Staff,  Administration  and  Investigation  Staff.  The  following 
findings  arise  from  a  review  of  DMH  Complaints  filed  concerning  staff  involved  in  the  restraintsof 
the  patient  and  from  the  intimidation  of  this  patient.  Some  of  the  Complaints,  upon  review,  were 
determined  to  be  frivolous  and/or  not  reportable  to  the  DPPC.  However,  the  following  Complaints 
are  concluded  to  have  been  reportable.  Although  there  could  be  some  argument  that  there  was  no 
"reasonable  cause  to  believe"  that  abuse  existed  [as  required  by  M.G.L.  C.19C]  in  some  of  the 
following  Complaints,  the  number  and  scope  of  the  following  indicate  a  pervasive  failure  to  report 
abuse  to  the  DPPC  as  required  by  Massachusetts  General  Laws: 

1.  COLLATERAL  W,  WBSH  Administration  and  DMH  Internal  Affairs  failed  to 
report  allegations  of  abuse  in  Complaint  #4/WBSH/94/194  in  which  it  was  alleged 
that  COLLATERAL  HH  choked  a  patient  and  restrained  the  patient  by  placing  his 
foot  on  the  patient's  neck. 

2.  It  is  concluded  that  WBSH  Administration  and  DMH  Internal  Affairs  failed  to 
report  abuse  by  COLLATERAL  DDDD  which  was  discovered  during  an 
investigation  into  DMH  Complaint  #04/WBSH/95/167.  It  was  learned  that 
COLLATERAL  DDDD  had  been  involved  in  a  confrontation  with  REDACTED  and 
that  at  least  two  patients  from  WBSH  were  involved.  It  is  further  concluded  that 
Campus  Police  failed  to  report  the  possible  abuse  of  patients  indicated  by  the 
behaviors  of  COLLATERAL  DDDD. 

3.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #04/WBSH/93/135,  which  alleged  that  a  patient  had  been 
"manhandled"  by  two  MHW's  and  that  they  had  used  excessive  force  during  a 
restraint  of  her. 

4.  WBSH  Administration  and  DMH  Internal  Affairs  did  not  report  allegations  of 
abuse  contained  in  DMH  Complaint  #4/WBSH/93/080,  in  which  it  was  alleged  that  a 
patient  hit  his  head  on  a  table  and  chair  as  a  result  of  the  actions  of  an  MHW  and  that 
the  patient  was  the  victim  of  excessive  force  during  a  restraint. 

5.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #04/WBSH/9 1/231,  which  alleged,  "COLLATERAL  F  and 
COLLATERAL  S  are  being  confrontational  with  clients  during  2nd  shift.  This  is 
said  to  be  escalating  client  behavior." 

6.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #04/WBSH/93/044,  which  alleged  that  COLLATERAL  S 

had  been  intimidating  a  patient  concerning  his  medications  for  several  months. 

7.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations 
which  indicated  that  a  patient  may  have  suffered  Serious  Emotional  Injury  in 
Complaint  #04/WBSH/92/182.  The  complaint  alleged  that  COLLATERAL  L 
threatened  a  patient  while  he  was  in  seclusion  and  insulted  REDACTED,  using 
obscenities. 

8.  REDACTED  at  WBSH  failed  to  accurately  report  allegations  of  abuse  to  the 
DPPC  in  DPPC  Intake  #16427  and  which  were  contained  in  Complaint 
#04/WBSH/95/154. 
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9.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations 
contained  in  Complaint  #04/WBSH/94/175,  which  alleged  that  one  MHW  had 
"punched"  a  patient  and  that  two  other  MHW's  had  threatened  another  patient. 

10.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #04/WBSH/92/304  which  alleged  that  a  MHW  verbally  abused  a 
patient. 

11.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #04/WBSH/93/024  . 

12.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  contained  in  Complaint  #4/WBSH/92/245,  as  required  by  M.G.L.  C.19C.  The 
Complaint  alleged  that  COLLATERAL  HH  spit  in  the  face  of  a  patient  and  used 
abusive  language  during  a  restraint. 

13.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #4/WBSH/93/072,  as  required  by  M.G.L.  C.19C. 

The  patient  reported  —  in  a  signed  statement  —  that  COLLATERAL  DDDD  grabbed 
him  around  the  neck  in  a  choking  manner  while  the  patient  was  seated  in  the  dining 
room. 

14.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  contained  in  Complaint  #04/WBSH/92/151.  The  Complaint  alleged  that 
COLLATERAL  L  was  swearing  about  the  nurses  and  supervisors,  which  upset  a 
patient.  When  asked  to  stop,  COLLATERA  L  refused  and  ordered  the  patient  out  of 
the  Day  Hall.  The  patient  alleged  that  she  was  very  upset  by  this.  Further,  the  patient 
alleged  that  COLLATERAL  L  failed  REDACTED  patients  on  1:1  observation  and 
that  a  patient  suffered  injury  as  a  result.  This  patient  further  alleged  inappropriate 
interaction  between  COLLATERAL  L  and  other  patients. 

15.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #4/WBSH/93/072  which  alleged  that  REDACTED  struck  a 
patient. 

16.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #04/WBSH/92/250  which  alleged  that  a  patient  was  being 
targeted  by  REDACTED  and  that  this  behavior  was  creating  homicidal  feelings  in  the 
patient. 

17.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
possible  Serious  Emotional  Injury  in  Complaint  #4/WBSH/94/175. 


I.  ASSIGNMENT  OF  THE  INVESTIGATION 3 

II.  CONDUCT   OF   THE   INVESTIGATION 4 

A.  Methodology 4 

B.  Persons  Interviewed 4 

C.  Demonstrative  Evidence 4 

D.  Documents  Reviewed 5 

E.  Delays  In  The  Investigation 5 

m.     FINDINGS  7 

A.  Background  on  Filing  of  Complaints/Reports  of  Abuse 7 

B.  Events   of  August   12,    1993 7 

1.  Patients  Leave  and  Are  Returned 7 

2.  First  Restraint 10 

3.  Second  Restraint 14 

4.  Third  Restraint  and  Subsequent  Events 21 

C.  DMH  Investigation  Reports 27 

D.  Subsequent  DMH  Actions  and  Decisions 28 

E.  Regarding  the  Use  of  Seclusion 40 

F.  Retaliation  Issues 41 

G.  M.G.L.c.  19C  Reporting  Information  Concerning  WBSH 43 

IV.  PATIENT  AND   STAFF  BACKGROUNDS 43 

A.  Alleged  Victim 43 

B.  COLLATERALS 43 

Previous  WBSH/DMH  Complaints   45 

C.  COLLATERAL L 52 

Previous  WBSH/DMH  Complaints 53 

D.  INTERVIEWEE  m 56 

Previous  WBSH/DMH  Complaints 57 

E.  COLLATERAL  HH 58 

Previous  WBSH/DMH  Complaints 59 

F.  COLLATERAL  MM 63 

Previous  WBSH/DMH  Complaints 64 

G.  INTERVIEWEE    V 66 

Previous   WBSH/DMH   Complaints   67 

H.  INTERVIEWEE  VH 67 

Previous  WBSH/DMH  Complaints 68 

I.  COLLATERAL  NNN 71 

Previous  WBSH/DMH  Complaints  73 

J.    COLLATERAL AAAA 75 

Previous  WBSH/DMH  complaints  76 

K.  COLLATERAL DDDD 76 

Previous  WBSH/DMH   Complaints   78 

L.   COLLATERAL  HHHH 83 

Previous  WBSH/DMH  Complaints 84 

V.  CONCLUSIONS 85 

VI.  RECOMMENDATIONS 102 


APPENDICES: 

APPENDIX  I:  PERSONS  INTERVIEWED 104 

APPENDIX  H:  DOCUMENTS  REVIEWED 106 

APPENDIX  in:    RELEVANT  MASSACHUSETTS  GENERAL  LAWS 109 

APPENDIX  IV:  WESTBOROUGH  STATE  HOSPITAL  RESTRAINT  AND 
SECLUSION  POLICY 110 

APPENDIX  V:  WESTBOROUGH  STATE  HOSPITAL  RESTRAINT  AND 
SECLUSION  POLICY  dated  November  20,   1990 112 

APPENDIX  VI:  DEPARTMENT  OF  MENTAL  HEATH  RESTRAINT  AND 
SECLUSION  POLICY 113 

APPENDIX  VII:  MASSACHUSETTS  DMH  RESTRAINT/SECLUSION/ABUSE 
SURVIVOR  TASK  FORCE  REPORT 115 

APPENDIX  VIE:  COMMONWEALTH  OF  MASSACHUSETTS  REGULATIONS 

104  CMR  3. 12  — RESTRAINT  &  SECLUSION 116 

APPENDIX  IX:  104  CMR  15.03  —  STANDARDS  TO  PROMOTE  CLIENT 
DIGNITY 118 


I.    ASSIGNMENT  OF  THE  INVESTIGATION 


This  investigation  was  initiated  as  a  result  of  a  letter  dated 'October  22,  1993,  from 

INTERVIEWEE   XVIII,    REDACTED 

REDACTED to  the  Disabled  Persons  Protection  Commission.  In  this  letter 

INTERVIEWEE  XVIII  wrote,  . .  .our  client  was  severely  beaten  while  being  physically 
restrained  by  numerous  WBSH  [Westborough  State  Hospital]  staffpersons.  A  WBSH 
REDACTED  who  observed  the  beating  arrested  the  staffperson  who  was  the  primary 
assailant. . . 

INTERVIEWEE  XVIH  continued,  Our  DMH  administrative  complaint  details  WBSH 
staffpeople's  violations  ofM.G.L.  C.19c  §10  and  §11,  with  respect  to  their  failures  to 
fulfill  their  legal  responsibilities  as  mandated  reporters,  and  staffs  retaliatory  threats  made 
to  both  CLIENT  I  and  INTERVIEWEE  XV  for  their  decisions  to  file  complaints  with  the 
DPPC  hotline,  and  to  provide  information  to  the  DMH  investigation  process.  It  has  come  to 
our  attention  that  there  is  a  chronic  problem  at  WBSH  of  mandated  reporters'  failure  to 
report  incidents  of  abuse...  Additionally,  WBSH  staffpersons  threatened  CLIENT  I  with 
bodily  harm  if  he  spoke  to  anyone  about  the  assault  and  WBSH  staff  threatened 
INTERVIEWEE XV s  life.  We  are  asking  DPPC  to  assign  an  investigator  to  investigate  the 
issue  of  retaliatory  threats  against  the  complainant  and  a  key  witness  in  this  serious  case  of 
abuse. 

Furthermore,  the  definition  of  abuse  contained  in  M.G.L.  C.19c  §1,  'an  act  or  omission 
which  results  in  serious  physical  or  emotional  injury  to  a  disabled  person'  should  be 
applied  to  all  WBSH  staffpersons  who  failed  to  stop  the  alleged  abuser  from  pummeling 
our  client  or  even  actively  assisted  the  assailant  by  holding  our  client  down,  rendering  him 
defenseless  during  the  brutal  assault. 

On  October  28,  1993,  INTERVIEWEE  XVm  sent  to  Michael  Brooks,  then  Executive 
Director  of  the  DPPC,  a  facsimile  copy  of  a  "Complaint  for  Investigation"  dated  August  27, 
1993,  which  had  been  sent  to  Eleanor  Sullivan,  Acting  Area  Director  -  Metro  West  Area, 
Department  of  Mental  Health,  Westborough  State  Hospital.  Included  in  that  letter  was  the 
following: 

We  are  filing  this  complaint  on  behalf  of  our  client,  CLIENT  I,  a  former  resident  of 
Chauncy  Hall  aixd  Unit  2A-Intermediate  services  of  Westborough  State  Hospital 
(WBSH).  This  complaint  is  being  filed  pursuant  to  the  Department  of  Mental  Health 
(DMH)  Complaint  Investigation  Regulations,  104  CMR  24.00  et  seq.  We  are  alleging 
that  CLIENT  I  has  been  subjected  to  dangerous,  illegal  and  inhumane  conditions  when 
he  was  repeatedly  punched  in  the  face  while  being  restrained  by  at  least  six  WBSH  staff 
members.  Furthermore,  except  for  a  lone  WBSH  Security  Officer,  none  of  the  other 
numerous  WBSH  staff  persons  involved  or  witnessing  the  abuse  of  CLIENT  I  tried  to 
stop  the  assault  or  fulfill  their  legal  responsibilities  as  mandated  reporters,  by  calling  the 
Disabled  Persons  Protection  Commission  (DPPC).  Additionally,  threats  of  retaliation 
were  made  to  our  client  should  he  report  the  details  of  the  assault  to  authorities,  also  in 
violation  of  DPPC  statute. 

As  a  result  of  the  above  information  the  Commissioners  of  the  Disabled  Persons  Protection 
Commission  [DPPC]  voted  on  December  22,  1993,  to  authorize  a  Commissioners' 
Investigation  pursuant  to  M.G.L.  C.19C  §8.  The  case  was  assigned  to  Cameron  Bishop, 
Supervising  Investigator  for  the  DPPC -Worcester,  for  investigation. 


II.     CONDUCT  OF  THE  INVESTIGATION 

A.  Methodology 

This  investigation  includes  a  review  of  the  incidents  concerning  CLIENT  I  which  took 
place  on  August  12,  1993,  to  determine: 

1.)  who  was  involved  in  a  restraint  during  which  CLIENT  I  was  allegedly  beaten 

and  what  their  actions  were 
2.)  who  witnessed  the  alleged  assault, 
3.)  who  had  knowledge  of  the  alleged  assault  and 
4.)  who  reported  it  to  the  DPPC  consistent  with  the  requirements  of  MGL  c.  19C. 

This  investigation  also  reviews  the  actions  taken  by  DMH  Administration  in  response  to  the 
events  of  August  12,  1993. 

Alleged  acts  of  retaliation  against  the  client  and  against  a  witness  to  the  alleged  abuse  are  also 
addressed,  as  are  other  alleged  threats  and  acts  of  retaliation  against  Mandated  Reporters  brought  to 
light  during  the  conduct  of  this  investigation 

The  backgrounds  of  all  persons  involved  in  the  restraint  in  question  were  reviewed,  including 
DMH  complaints  and  subsequent  investigations  and/or  administrative  actions.  Determinations  were 
made  as  to  whether  these  complaints  were  appropriately  reported  to  DPPC,  pursuant  to  MGL, 
c.  19C. 

B.  Persons  Interviewed 

Eighteen  people  were  interviewed  during  the  course  of  this  investigation.  Several  were  interviewed 
more  than  once.  Persons  interviewed  included  staff  present  during  the  restraints  on  August  12, 
1993,  as  well  as  supervisory  and  administrative  staff  who  had  knowledge  of  relevant  facts.  Also 
interviewed  were  staff  of  the  Worcester  District  Attorney's  Office  who  were  involved  in  the 
criminal  charges  arising  from  the  restraints.  A  complete  list  of  persons  interviewed  can  be  found  in 
Appendix  I. 

Several  persons  involved  in  the  events  investigated  were  not  interviewed.  The  following  persons 
were  not  interviewed: 

COLLATERAL  L     —     Unable  to  locate. 

COLLATERAL  HHHH — Did  not  respond  to  requests  for  interview. 

COLLATERAL  S     —     Did  not  respond  to  requests  for  interview. 

COLLATERAL  HH  —     Did  not  respond  to  requests  for  interview. 

COLLATERAL  MM  —     Failed  on  numerous  occasions  to  make  himself  available  for  an 

interview. 
COLLATERAL  NNN—    Unable  to  locate. 

COLLATERAL  AAAA  —  Did  not  respond  to  requests  for  interview. 
COLLATERAL  DDDD  —  Unable  to  locate. 

C.  Demonstrative  Evidence 


Photographs  of  injuries  sustained  by  CLIENT  I  were  taken  by  Campus  Police  Chief  Wayne 
Cayford  and  Human  Rights  Officer  Kermit  Brown  on  August  12,  1993.  The  photographs  portray 
swelling,  contusions  and  bruising  of  the  face  and  head  of  CLIENT  I REDACTED....    _ 

D.  Documents  Reviewed 

During  the  course  of  this  investigation  the  complete  WBSH  records  concerning  CLIENT  I 
were  reviewed  as  were  his  medical  records  from  the  University  of  Massachusetts  Medical 
Center  and  Bridgewater  State  Hospital.  All  disciplinary  actions,  previous  WBSH 
Complaints  and  personnel  files  of  all  persons  involved  in  the  restraints  of  August  12,  1993 
were  reviewed,  as  were  relevant  correspondence  and  investigation  files.  All  newspaper 
accounts  of  the  events  of  August  12,  1993,  and  other  relevant  newspaper  reports  were 
reviewed. 

A  complete  list  of  all  documents  reviewed  during  this  investigation  can  be  found  in 
Appendix  n. 

E.  Delays  In  The  Investigation 

Upon  decision  by  the  DPPC  Commissioners  to  undertake  a  Commissioners'  Investigation  into  the 
allegations  raised  by  INTERVIEWEE  XVIII,  Michael  Brooks,  then  Executive  Director,  informed 
INTERVIEWEE  XVIH  that  the  Investigator  assigned  to  the  Investigation  was  involved  in  another 
complicated  Commissioners'  Investigation  and  would  not  commence  an  investigation  into  these 
allegations  until  the  first  investigation  was  complete.  This  Investigator  began  the  Commissioners' 
Investigation  of  alleged  abuse  at  Westborough  State  Hospital  in  November,  1994. 

On  November  22,  1994,  this  Investigator  made  a  written  request  to  Richard  Pickett,  DMH 
Internal  Affairs  Investigations  Manager,  for  copies  of  DMH  case  file  materials  on  DMH 
Complaint  #4/WBSH/93/247  A  &  B,  to  include  all  interview  notes  and  administrative 
notes.  The  documents  were  provided  approximately  one  week  later. 

After  a  review  of  these  documents,  written  request  was  made  for  copies  of  the  personnel 
files  of  thirteen  DMH  employees,  pursuant  to  M.G.L.  C.19C. 

Two  months  later,  in  a  letter  dated  February  1,  1995,  DMH  provided  the  first  response  to 
the  above  request  in  a  letter  from  Joanne  Moses,  Assistant  General  Counsel  for  the  DMH  at 
WBSH.  Ms.  Moses  wrote  to  this  Investigator  requesting  "the  reason  for  your  request. 
in  reference  to  the  request  for  copies  of  the  personnel  files. 

In  a  subsequent  DPPC  interview,  Keith  Moore,  Director  of  Human  Resources  at  WBSH. 
reported  that  he  had  notified  the  Nurses'  Union  [MNA]  and  the  MHW's  Union  [AFSCME] 
of  the  request  for  personnel  files.  When  asked  why  he  had  done  this,  Mr.  Moore  reported 
that  it  is  his  practice  to  notify  the  unions  automatically  of  any  requests.  Mr.  Moore  stated 
that  there  is  an  agreement  with  the  unions  to  this  effect.  When  asked  for  a  copy  of  the 
agreement,  Mr.  Moore  reported  that  it  was  a  verbal  agreement  only.  When  asked  if  all 
facilities  have  this  agreement,  Mr.  Moore  reported  facilities  differ  and  that  some  facilities  do 
not  notify  the  unions.  Mr.  Moore  reported  that  his  rationale  for  doing  so  was  that  the 
unions  were  going  to  know  and  he  wanted  to  tell  them  up  front  so  they  would  trust  him. 
He  stated  that  he  did  not  want  the  union  to  hear  about  the  request  from  the  employee. 
When  asked  if  he  had  been  ordered  to  report  the  DPPC  request  for  personnel  tile  material  to 
the  unions,  Mr.  Moore  stated  that  he  had  not  been  so  ordered,  nor  had  he  consulted  with 
his  superiors  before  making  such  notification. 


As  a  result  of  Mr.  Moore's  notification  to  the  unions,  the  unions  objected  to  the  release  of 
personnel  files  to  the  DPPC.  DMH  complied  with  their  objection,  withholding  the  files  for 
a  year  after  the  initial  request.  After  several  telephone  communications  between  the  DPPC 
Central  Office,  the  DMH  Central  Office  and  union  attorneys  [COLLATERAL  AAA  of 
Massachusetts  Nurses  Association  and  COLLATERAL  Q,  AFSCME  Council  93],  on 
August  14,  1995,  a  procedure  for  the  DPPC  to  access  personnel  files  was  completed  in  a 
letter  from  Michael  Brooks,  then  Executive  Director  of  the  DPPC,  to  Marsha  Hudgins, 
Deputy  General  Counsel  of  the  DMH.  The  letter  read,  in  part: 

Pursuant  to  the  authority  expressly  granted  to  the  DPPC  under  M.G.L.  C.19C  §5(1), 
the  following  information  contained  in  an  employee's  personnel  file  shall  be  released  to 
the  DPPC  by  the  Holder  of  such  information: 
Documents  regarding: 

1.  Employee  disciplinary  action  which  are  relevant  to  patient  treatment  and  the 
employee 's  job  performance; 

2.  Employee  evaluations, 

3.  Employee  Training 

4.  An  Employee's  Employment  Application 

5.  An  Employee's  medical  information  which  is  relevant  to  either  the  allegation  of 
abuse  being  investigated  by  the  DPPC  or  to  the  DPPC's  ability  to  insure  appropriate 
protective  services  to  the  alleged  victim  of  abuse. 

6.  Any  such  other  documentation  or  data  that  is  relevant  to  the  investigation  being 
conducted  provided  that  the  demand  reasonably  describes  the  material  sought,  does 
not  seriously  interfere  with  the  operations  of  the  possessor  of  the  data  and  does  not 
invade  any  constitutional  rights  of  the  employee  in  question. 

...Because  of  the  extended  delay  in  completing  the  Commissioners'  Investigation 
currently  being  conducted,  it  is  our  intention  to  implement  this  procedure  immediately.  I 
would,  therefore,  ask  that  you  please  notify  the  appropriate  administrative  personnel  at 
Westboro  of  the  obligations  under  this  protocol  as  soon  as  possible. 

In  November,  1995,  one  year  after  the  initial  request,  the  requested  documents  were 
provided  to  the  DPPC. 

During  this  delay  the  Department  of  Mental  Health  and  Westborough  State  Hospital  conducted 
hearings  and  took  disciplinary  action  against  several  employees  who  were  involved  in  the  events 
under  investigation  by  the  DPPC.  These  actions  ranged  from  termination  to  written  warnings. 


III.     FINDINGS 

A.  Background  on  Filing  of  Complaints/Reports  of  Abuse 

On  August  16,  1993,  a  DMH  Complaint  Form  was  completed  by  INTERVIEWEE  XIV. 
REDACTED,  alleging  that  COLLATERAL  L  had  assaulted  CLIENT  I,  a  patient  at  WBSH.  This 
was  assigned  DMH  Complaint  #04-WBSH-93-246A  According  to  INTERVIEWEE  XIV, 
"Subsequent  to  the  original  complaint,  CLIENT  I,  the  client  involved  in  the  incident,  filed  a 
second  complaint  on  his  own  behalf.  The  complaints  were  filed  under  the  same  case  number  and 
are  listed  as  complaint  A,  and  complaint  B. . . " 

On  August  16,  1993,  INTERVIEWEE  XV  telephoned  the  DPPC  and  reported  the  assault.  This 
was  screened  in  by  DPPC  Screeners  and  assigned  DPPC  #10692.  The  report  was  assigned  to  the 
DMH  for  investigation  pursuant  to  M.G.L.  C.19C.  It  was  assigned  DMH  Log 
#4/WBSH/93/246C. 

On  August  16, 1993,  CLIENT  I  telephoned  the  DPPC  Hotline  to  report  the  assault  by 
COLLATERAL  L.  This  was  screened  in  by  the  DPPC  and  assigned  DPPC  #10701.  The  report 
was  assigned  to  the  DMH  for  investigation  pursuant  to  M.G.L.  C.19C.  It  was  assigned  DMH  L02 
#4/WBSH/93/246D. 

CLIENT  I  also  completed  a  Complaint  Form  which  was  dated  as  received  on  August  18,  1993,  in 
which  he  stated,  "I'm  being  harassed  and  I  want  to  go  to  another  hospital  because  I  was  just 
assaulted  by  COLLATERAL  L  and  they  won't  let  me  go  to  another  hospital.  I  have  the  insurance 
to  go  to  one.  I  don't  feel  safe  here."  This  was  assigned  DMH  Log  #4/WBSH/93/246B. 

DMH  Log  #'s  4/WBSH/93/246  A,  B,  C,  &  D  —  all  relating  to  the  allegations  concerning 
COLLATERAL  L  and  CLIENT  I  —  were  assigned  to  Richard  Pickett,  DMH  Investigations 
Manager,  by  Eleanor  Sullivan,  Area  Director  (Acting),  "to  complete  an  Investigation  in  accordance 
with  104  CMR  24.00  and  Metro  West  Area  Policies"  in  a  letter  dated  August  16,  1993. 

On  August  16,  1993,  two  additional  complaints  were  filed  through  the  DMH  complaint  process. 
The  complaints  were  assigned  Complaint  Log  Numbers:  04-WBSH-93-247-A  and  B.  Both 
complaints  alleged  that  INTERVIEWEE  XV,  had  counseled  MHW's  to  inflict  injury  on  CLIENT  I 
by  using  handcuffs  to  control  CLIENT  I's  struggles.  The  complaints  were  filed  by  COLLATERAL 
MM  and  INTERVIEWEE  HT. 

B.  Events  of  August  12,  1993 

Following  is  a  chronology  of  the  events  which  occurred  just  prior  to,  during  and  following  the 
alleged  assault  to  CLIENT  I  on  August  12,  1993,  according  to  all  available  sources.  This 
chronology  is  developed  from  DMH  Incident  Reports,  patient  record  documentation,  DMH 
interviews,  statements  given  at  DMH  Show  Cause  Hearings  regarding  the  events,  correspondence 
concerning  DMH  decisions  made  about  the  events  and  DPPC  interviews.  Sources  of  information 
are  noted  [sometimes  in  brackets  or  parentheses].  At  times,  the  various  sources  provided 
conflicting  information  regarding  the  events  of  that  day.  Conclusions  relating  to  the  critical 
conflicts  are  presented  in  the  "Conclusions"  section  of  this  report. 

1.  Patients  Leave  and  Are  Returned 

Chauncy  Hall  was  an  unlocked  residential  building,  described  as  a  1/4  way  house,  on  the  grounds 
of  Westborough  State  Hospital  at  the  time  of  the  events  in  question.  At  10:00  a.m.  on  August  12, 
1993,  CLIENT  I,  then  a  resident  of  Chauncy  Hall,  failed  to  report  to  his  work  assignment  When 


RN  Elaine  Woods  completed  "face  checks"  at  10:00  a.m.,  patient  CLIENT  HI  [also  a  resident  of 
Chauncy  Hall]  was  also  discovered  to  be  missing.  Both  patients  had  substance  abuse  histories  and 
were  known  to  be  friends.  RN  Woods  also  reported  that  there  were  rumors  that  CLIENT  I  and  = 
CLIENT  II  had  "stashes  of  alcohol"  on  the  grounds  of  WBSH.  As  a  result  of  the  above 
information,  RN  Woods  notified  campus  police. 

INTERVIEWEE  XV  and  INTERVIEWEE  VII  conducted  a  search  of  the  grounds  of  WBSH 
without  locating  either  patient.  It  was  reported  that  CLIENT  I  and  CLIENT  IE  had  been  sighted 
off  grounds.  As  a  result  the  search  was  extended  off  the  grounds  of  WBSH  and  Massachusetts 
State  Police  were  notified  of  the  search.  INTERVIEWEE  XV  reported  that  he  learned  from  a  local 
liquor  store  clerk  that  CLIENT  I  and  CLIENT  EI  had  purchased  a  considerable  amount  of  alcohol. 
INTERVIEWEE  XV  and  the  State  Police,  after  learning  that  both  patients  had  been  observed 
running  into  the  woods  behind  Caldors,  began  a  search  of  the  area.  INTERVIEWEE  XV  located 
the  patients  "attempting  to  drink  all  the  alcohol  before  I  could  take  it  away." 
[DMH  -  Incident  Report  (IR)  #..  RED  ACTED..]. 

According  to  CLIENT  I,  he  and  CLIENT  HI  drank  a  pint  of "  100  proof  Vodka"  and  several  wine 
coolers  and  beers  the  late  morning  of  August  12,  1993.  CLIENT  I  reported,  "We  didn't  care  if  we 
got  caught."  CLIENT  I  reported  that  when  security  located  them  they  went  willingly  with  the 
officer.    [DPPC  Interview  of  CLIENT  I] 

With  the  assistance  of  State  Police,  INTERVIEWEE  XV  returned  CLIENT  I  and  CLIENT  m  to 
the  grounds  of  WBSH.  Both  REDACTED  were  taken  to  Chauncy  Hall.  After  consultation  between 
RN  Woods  and  Dr.  Dumont,  both  CLIENT  I  and  CLIENT  HI  were  transported  to  the  Hennessy 
2 A  Unit  at  WBSH,  a  locked  psychiatric  ward. 

According  to  WBSH  Records  the  following  staff  persons  were  on  duty  on  the  Hennessy  2A  Unit 
on  August  12,  1993,  during  first  shift  (7:00  a.m.  -  3:00  p.m.): 


COLLATERAL  HHHH 
COLLATERAL  NNN 
Fernel  Ilvert,  MHW I 

COLLATERAL  L 


Sheila  Mall, 
COLLATERAL  HH 
COLLATERAL  AAAA 


Senior  LPN 


INTERVIEWEE  XV  reported  that  CLIENT  I  and  CLIENT  m  had  to  wait  for  admission  to  the 
Unit;  the  patients  used  the  rest  room  while  waiting. 

According  to  CLIENT  I,  following  their  transport  to  Hennessy  2A,  he  and  CLIENT  IE  were 
sitting  in  the  Day  Hall  sometime  after  1 1:00  a.m. ...We  both  sat  for  about  an  hour,  in  the  TV  Hall. 
Everybody  was  out  in  the  courtyard,  except  for  me  and  CLIENT  III.  And  we  were  sitting  there 
waiting  for  our  twelve  o'clock  cigarette.  This  was  around,  sometime  after  11:00.  [DMH  Show  Cause 
Hearing  Statement  by  CLIENT  I,  September  28,  1994] 

COLLATERAL  HHHH  was  ....REDACTED that  day.  She  documented  the  following  in  an 

Incident  Report  erroneously  dated  August  1 1,  1993,  but  concerning  the  events  of  August  12, 
1993: 

Pt  brought  in  present  condition  by  security  (with  suspicion  ofETOH  abuse)  to  unit  - 

unannounced  to  this  writer  -Discovered  on  H2A  by  staff; 

In  a  Progress  Note  dated  August  12,  1993,  COLLATERAL  HHHH  wrote: 

2  pts  came  onto  H2A  with  a  security  guard.  The  behavior  appeared  loud  and  with  many 
inappropriate  statements  -  As  was  told  to  writer  After  patients  on  unit  in  Community  Large 
Day  Hall.  For  general  safety  of  all  pts  on  Henn  2A  -  2  Chauncy  Hall  pts  CLIENT  I 
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CLIENT  III  were  asked  to  go  respectively  to  Open  Quiet  Rm.  and  Restraint  Room  -  only  to 
have  them  sit  in  non-patient  area  until  MD  available  for  evaluation. 

During  interview  with  DMH  Investigator  Pickett,  COLLATERAL  HHHH  claimed  that  her  first  " 
knowledge  of  the  situation  was  that  the  "Security  officer  entered  the  unit  with  two  drunk  patients 
with  lit  cigarettes"  who  were  observed  by  the  "med.  nurse".  COLLATERAL  HHHH  reported  that 
she  first  observed  the  patients  in  the  Day  Hall  and  "introduced  myself."  According  to 
COLLATERAL  HHHH,  CLIENT  I  was  "orally  agitated"  and  "verbally  threatening  toward  [the] 

nurse  and  gesturing."  COLLATERAL  HHHH  reported  that  a  green  alert1  was  called  for  "safety", 
not  as  a  result  of  any  altercation. 

INTERVIEWEE  XV  reported  that  once  CLIENT  I  was  on  the  Unit  he  began  to  "act  up". 
INTERVIEWEE  XV  was  requested  to  remain  on  the  Unit  by  COLLATERAL  HHHH  until  several 
male  staff  had  been  summoned  to  control  the  situation.  INTERVIEWEE  XV  then  left  the  Unit. 
[IR#812932-1] 

INTERVIEWEE  V  reported  that  he  was  working  that  day  on  Hennessy  3B  when  the  green  alert 
was  sounded  and  he  responded.  When  he  arrived  both  patients  were  in  the  Day  Hall  and  CLIENT  I 
was  "yelling  and  threatening"  in  a  challenging  manner.  (During  a  show-cause  hearing 
INTERVIEWEE  V  stated  that  CLIENT  I  was  "taking  karate  stances  and  shadow  boxing  and 
saying  threatening  things.")  INTERVIEWEE  V  reported  that  both  patients  were  smoking  and  he 
asked  them  to  extinguish  their  cigarettes,  which  they  did.  INTERVIEWEE  V  reported  that  he 
found  COLLATERAL  HHHH  and  suggested  to  her  that  the  patients  should  be  in  the  Quiet  Room 
and  she  agreed.  According  to  INTERVIEWEE  V  he  explained  to  CLIENT  I  that  he  should  go  to 
the  Quiet  Room  and  CLIENT  I  did  so  voluntarily,  with  "no  resistance".  [DMH  Interview  with 
INTERVIEWEE  V,  September  14,  1993,  and  Show  Cause  Hearing] 

COLLATERAL  NNN  stated  during  interview  with  the  DMH  investigator  and  in  a  DMH  Show 
Cause  Hearing  that  he  came  back  to  Hennessy  2A  after  having  lunch  outdoors  and  observed 
CLIENT  m  and  CLIENT  I  in  the  Day  Hall.  COLLATERAL  NNN  reported  that  COLLATERAL 
HHHH  requested  that  the  patients  be  moved  to  the  Seclusion  Room  and  the  Quiet  Room  and  that 
both  patients  went  to  the  rooms  "without  incident." 

CLIENT  I  reported  that  he  and  CLIENT  IE  were  taken  to  different  rooms  for  examination.  [DPPC 
Interview  of  CLIENT  I] 

In  response  to  a  letter  of  decision  resulting  from  disciplinary  hearings  regarding  the  events  of 
August  12,  1993,  COLLATERAL  HHHH,  defending  her  actions,  wrote  the  following  description 
of  events,  in  part,  to  Area  Director  Kirousis,  almost  one  year  later  [REDACTED]: 

HN2A  Unit  Director,  the  Nursing  Supervisor ,  or  myself,  were  not  put  on  alert  regarding  the 
possibility  of  a  potential  emergency  transfer  by  Chauncy  Hall,  of  two  patients  who  'admitted  to 
having  consumed  a  large  quantity  of  alcohol  and  appeared  to  be  highly  intoxicated  by  the  time 
they  were  discovered  by  INTERVIEWEE  XV 

...The  two   'intoxicated  parties'  were  given  entrance  to  HN2A  by  security  and  found  walking 
freely  about  the  corridor  (at  least  one  patient  carrying  a  lighted  cigarette)  by  my  staff,  who 
immediately  redirected  the  patients  to  the  large  Day  Hall.  Interviewee  XI  came  into  the 
conference  room  to  alert  me  of  the  patients'  presence  and  that  the  campus  police  officer  did  not 
remain  with  the  patients.  This  was  how  my  unit  'learned'  of  the  transfer  from  Chauncy  Hall. 


1    "Green  Alert"   is   the  code  term  used  to  call   for  all   available  male   staff. 


During  this  timeframe,  several  HN2A  staff  were  with  patients  attending  the  Thursday  noon 
patient  cook-out.  There  were  few  staff  remaining  on  the  unit. 

...As  I  walked  from  the  conference  rool  to  the  large  Day  Hall,  my  focus  was  to  assess  the 
"intoxicated patients'  I  was  told  were  on  the  unit.  I  do  not  remember  seeing  a  security  officer 
sitting  at  the  desk  in  the  Nurses  Station... I  knew  to  some  extent  the  history  of  Patient  #1 
(CLIENT I)—  having  him  as  a  patient  on  HN3A. 

As  I  entered  the  large  Day  Hall,  I  heard  inappropriate  language  coming  from  patient  #1.  Without 
being  intrusive  to  his  space,  I  quietly  approached  him  --  asking  him  and  patient  #2  to  please  come 
with  me,  after  introducing  myself  to  both.  I  apologized  to  them  that  we  did  not  have  their  rooms 
ready  but  that  they  needed  to  please  have  some  'time-out'  in  the  Quiet  Room  and  Restraint  Room 
until  evaluated  by  the  doctor.  I  explained  these  rooms  were  the  only  rooms  available  for  them  to 
rest  while  awaiting  evaluation.  I  cannot  remember  the  exact  words  of  patient  #1  's  inappropriate 
response  to  me  —  but  again  I  heard  his  use  of  foul  language. 

At  this  time,  I  asked  the  male  staff  present  to  escort  patient  #1  and  #2  to  the  Quiet  Room  and 
Restraint  Rooms  respectively  —  this  nursing  judgement  [sic]  was  to  provide  them  with  a  safe 
'time-out' patients  space  regarding  all  patients.  This  placement  was  not  used  as  a  seclusion  or 
restraint  for  either  patient,  rather  utilization  of  safe  spaces  for  all  patients  —  until  the  transferred 
patients  were  evaluated  by  M.D. 

The  degree  of  'intoxication'  —  substance/substances  —  if  any  —  had  been  ingested  by  these 
agitated  patients  was  unkiwwn  to  me.  My  judgment  to  assign  a  1:1  staff  person  to  each  patient 
and  their  placement  —  was  for  observation  of  potential  needs/or  emergency  that  may  arise,  to 
give  the  concerned  patients  a  quiet  'time-out'  space  until  evaluated  and  to  lessen  the  impact  on  the 
returning  patient  population.  This  nursing  judgment  [sic]  did  not  require  a  doctor's  order. 

2.   First  Restraint 
Regarding  his  placement  in  the  Quiet  Room  and  events  culminating  in  his  being  restrained  there. 
CLIENT  I stated  the  following  during  a  DMH  Show  Cause  Hearing  of  September  28,  1994: 

COLLATERAL  L  2  and  COLLATERAL  NNN  were  standing  at  the  doorway,  staring  at  us,  in  a 
real  peculiar  way.  We  said,  why  are  you  staring  at  us.  And  they  wouldn't  answer  me.  So  then,  a 
couple  other  staff  people  came  up  and  were  standing  behind  COLLATERAL  L  and 
COLLATERAL  NNN.  And  they  said  we  have  to  bring  you  to  the  Quiet  Room  because  the 
doctor  wants  to  evaluate  you,  in  the  Quiet  Room...  "I  was  in  the  Quiet  Room  and  they  took  my 
belt,  they  took  my  shoes,  and  my  cigarettes  and.... I  said,  when  ami  gonna  be  able  to  have  a 
cigarette.  They  said  as  soon  as  Dr.  Dumont  comes  up.  I  said  why  can't  you  take  me  to  have  a 
cigarette,  now,  you  know  because  I  was  pretty  safe  and  they  said  you  can't  have  a  cigarette  now, 
you  have  to  wait  for  Dr.  Dumont.  I  said,  well,  I'll  just  walk  out  and  have  a  cigarette,  anyway, 
and  you  guys  won't  stop  me.  So,  COLLATERAL  NNN  grabbed  me  and  put  me  in  a  head  lock 
and  held  me  down  on  the  mat,  while  another  guy,  which  was  REDACTED,  That's  all  I 
remember,  grabbed  me  by  my  legs.  And  there  was  several  staff  people  standing  there. 
COLLATERAL  NNN  was  just  choking  me  on  the  mat,  and  he  said  are  you  going  to  walk  to  the 
Quiet- Room  or  are  we  going  to  have  to  carry  you.  L  said  I'll  walk. '  So  they  let  me  up  . "  [Direct 
quote  from  Show  Cause  Hearing  Statement  by  CLIENT  I,  September  28,  1994,  and  substantially  repeated  in 
interview  with  DPPC  Investigator] 


A  When  asked  how  he  knew  Collateral  L's  name,  CLIENT  I  responded: 

/  teamed  it  a  while  ago.    When  I  was  playing  volleyball.  Collateral  L  came  down  and  was  making  fun  of  me  playing,  because 
I  can't  play  very  well,  and  I  said  who  was  that  guy.   Someone  said  it's  Collateral  L.   [Show  Cause  Hearing  Statement  bx 
CLIENT  I,  September  28  1994] 
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In  addition,  during  interview  with  the  DPPC  Investigator,  CLIENT  I  reported  that  he  asked 
COLLATERAL  NNN  "Can  I  have  a  cigarette  at  twelve?"  He  stated  that  COLLATERAL  NNN 
agreed  to  this.  CLIENT  I  stated  that  he  resisted  being  taken  to  the  restraint  room  because,  "No 
way  they  were  going  to  tie  me  to  a  bed." 

COLLATERAL  HHHH  stated  during  DMH  interview  that  she  ordered  the  removal  of  the 
patient's  belt  and  shoes  which,  according  to  her,  was  "standard  practice."  COLLATERAL  HHHH 
stated  that  she  "observed  the  belt  in  the  air"  but  did  not  see  CLIENT  I  throw  the  belt. 

[Concerning  this  "standard  practice",  Human  Rights  Officer,  Kermit  Brown  reported  that 
many  patients  on  Hennessy  2A  are  allowed  to  keep  their  belts  and  shoes.  These  are  only  taken 
from  patients  who  have  self-injurious  behaviors  or  are  determined  to  be  a  danger  to  themselves  or 
others.  The  DPPC  Investigator,  on  at  least  five  separate  occasions  observed  patients  on  Hennessy 
2A  with  shoes  and/or  belts.] 

INTERVIEWEE  V  reported  that  there  were  four  or  five  males  outside  the  Quiet  Room  door 
watching  the  patients.  Staff  took  CLIENT  I  belt  and  CLIENT  I  threw  it  at  him.  According  to 
INTERVIEWEE  V,  CLIENT  I  was  informed  that  behaviors  like  that  would  keep  him  in  the  Quiet 
Room.  INTERVIEWEE  V  further  stated  that  CLIENT  I  was  "belligerent"  and  asked  for  a  cigarette. 
[DMH  Interview  with  INTERVIEWEE  V,  September  14,  1993] 

According  to  INTERVIEWEE  V: 

We  were  sort  of  standing  in  the  hallway  watching  the  two  patients  in  the  Quiet  Rooms,  which 
is  normal  procedure...  CLIENT  I  came  to  the  doorway  of  the  Quiet  Room.  He  made  no 
attempt  to  leave  the  quiet  room,  but  he  stood  in  the  doorway  and  began  throwing  kicks  and 
punches  into  the  air.  COLLATERAL  NNN  was  not  "in  the  doorway"  or  even  in  front  of  the 
patient,  but  was  to  the  right  of  the  quiet  room  door.  COLLATERAL  NNN  was  the  closest  to 
CLIENT  I.  COLLATERAL  NNN  initiated  a  physical  restraint  by  posing  the  patient  back  into 
the  room.  COLLATERAL  L  and  I  assisted  COLLATERAL  NNN  in  putting  the  patient  down 
on  the  quiet  room  mattress  and  restraining  him  there.  We  were  joined  by  COLLATERAL 
AAAA.  The  only  injury  I  know  of  occurring  at  that  time  was  to  COLLATERAL  L's  elbow.  At 
that  point,  COLLATERAL  AAAA,   ..REDACTED..,  on  2A  present,  contracted  with  CLIENT 
I  to  walk  into  the  4-point  room,  to  go  into  4-points.  And  so  we  let  the  patient  go.  CLIENT  I 
was  uninjured  in  this  restraint  and  I  saw  no  marks  on  CLIENT  I  'sface  after  this  restraint. ' 
(Sources:  DMH  Interview  with  INTERVIEWEE  V,  9/14/93;  Show  Cause  Hearing  Statement  by 
INTERVIEWEE  V,  9/27/94;  and  Letter  from  INTERVIEWEE  V  to  Area  Director,  Theodore  Kirousis,  July  7, 
1994] 

INTERVIEWEE  V  REDACTED  DMH  staff  in  REDACTED.  He  reported  that,  in  his  opinion,  this 
first  restraint  was  "unnecessary".  INTERVIEWEE  V  indicated  at  the  previous  DMH  hospital 
where  he  worked  —  the  now  closed  Metropolitan  State  Hospital  —  "we  would  have  closed  and 
locked  the  door  and  CLIENT  I  would  have  been  fine."  INTERVIEWEE  V  reported  that  he  felt  the 
use  of  Seclusion  was  a  useful  tool  for  MHW's.  [DPPC  Interview  with  INTERVIEWEE  V] 

COLLATERAL  HHHH  told  DMH  Investigator  Pickett  that  she  did  not  observe  the  first 
restraint,  that  she  had  been  in  the  chart  room  at  that  time.  However,  she  wrote  the  following 
documentation: 

While  being  detained  in  CI  Quiet  Rm  became  threatening  to  staff  &  physically  assaultive  to 
staff.  Necessary  to  place  pt  in  R  &  S.  [Incident  Report  by  COLLATERAL  HHHH,  dated  8/1 1/93] 

Pt  stayed  'relatively'  compliant  in  removing  shoes,  belt  (flung  belt  at  staff)  I  saw  that  midair  as 
it  hit  group  of  male  MHW's.  As  seconds  passed  with  pt  verbally  escalating  there  was  a 
physical  struggle  on  mat  in  Quiet  Rm  [Progress  Note  by  COLLATERAL  HHHH,  dated  8/12/96] 
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In  a  Letter  of  Appeal  to  Area  Director  Kirousis,  dated  June  16,1994,  COLLATERAL  HHH  wrote, 
in  part: 

Patient  #1  did  attempt  to  leave  the  Quiet  Room  to  smoke.  His  response  to  staff  redirection  was 
poor.  Upon  staff  request  to  remove  his  belt  —  he  flung  belt  hitting  staff  in  the  face.  When  staff 
requested  he  turn  in  his  cigarettes  —  he  flung  those  at  staff  also.  Staff  continued  attempts  to 
redirect,  calm  and  contract  for  safety  with  the  patient.  Patient  #7  kicked  staff  and  from  that 
point  forward  —  staff  continued  their  interventions  to  prevent  further  patient  escalation  to  no 
avail  —  culminating  in  the  calling  of  Green  Alerts. 

The  person  who  initiated  the  first  restraint  of  CLIENT  I  was  COLLATERAL  NNN.  The  DMH 
Investigation  stated  that  COLLATERAL  NNN  had  been  assigned  to  watch  CLIENT  I  while  he  was 
in  the  Quiet  Room  (1:1)  and  that  CLIENT  I  attempted  to  leave  the  Quiet  Room  to  smoke  and 
COLLATERAL  NNN  blocked  him.  It  further  stated  that  CLIENT  I  assaulted  COLLATERAL 
NNN,  resulting  in  injuries  to  his  stomach  and  shoulder. 

COLLATERAL  NNN  stated  during  DMH  interview  that  CLIENT  I  stood  in  the  doorway  to  the 
Quiet  Room  and  he  stood  outside  watching  when  CLIENT  I  "began  kicking."  COLLATERAL 
NNN  stated  that  he  physically  pushed  CLIENT  I  back  in  the  room  and  "restrained  him",  that  this 
restraint  was  "quick  and  clean"  and  that  CLIENT  I  did  not  receive  any  bruises  during  the  restraint. 
COLLATERAL  NNN  stated  he  heard  a  "green  alert"  while  he  was  down  on  the  floor  restraining 
CLIENT  I.  COLLATERAL  NNN  also  stated  that  he  hurt  his  "stomach  and  shoulder"  during  this 
restraint. 

During  a  DMH  Show  Cause  Hearing  of  September  17,  1994,  COLLATERAL  NNN  stated: 
CLIENT  I  was  standing  in  the  doorway  of  the  Quiet  Room  and  I  was  walking  past  the 
doorway.  He  started  doing  some  karate  stuff,  throwing  kicks  at  me  and  punches  or  whatever. 

When  asked  if  he  had  been  struck  by  CLIENT  I  at  that  time,  COLLATERAL  NNN  reported  that  he 
had  been  struck  but  was  unable  to  report  if  it  had  been  a  kick  or  a  punch.  COLLATERAL  NNN 
continued: 

Well,  then  at  that  time. ..point,  I  grabbed  onto  him  and  moved  him  into  the  quiet  room.  I  think 
there  was  another... There  may  have  been  another  staff  person  along  with  me,  restraining  him. 
We  restrained  him  down  to  the  mattress.  I  think  at  that  point  there  was  a  green  alert  called 
But,  anyway,  he  cont....at  that  point.. .there  was  a  decision  made  where  we  would  move  him 
to  the  4-point  room.  He  contracted  to  walk  there. . . 

COLLATERAL  NNN  was  unable  to  recall  who  made  the  decision  to  move  CLIENT  I  to  the 
Restraint  Room,  except  that  he  did  not  make  it.  When  first  asked  if  he  recalled  COLLATERAL  L  in 
the  Quiet  Room,  COLLATERAL  NNN  stated  that  he  was  unable  to  say  for  certain.  However,  he 
later  testified  that  COLLATERAL  L  was  "helping  out"  during  the  first  restraint. 

COLLATERAL  NNN  also  testified  that  COLLATERAL  HHHH  "ordered"  the  first  restraint  in  the 
Quiet  Room.  He  testified  that  a  "green  alert"  was  called  before  he  was  assaulted  by  CLIENT  I. 

COLLATERAL  NNN  also  testified  that  he  was  ".the  first  person  to  initiate  the  restraint"  and  he 
further  reported  that  he  "believed"  that  he  was  backed  up  by  someone.  COLLATERAL  NNN  also 
testified  that  CLIENT  I  was  restrained  on  a  mattress  in  the  Quiet  Room  and  that  he  did  not  sustain 
any  injury  during  this  restraint. 
[DMH  Show  Cause  Hearing,  Statements  by  COLLATERAL  NNN,  September  17,  1994] 
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INTERVIEWEE  HI  was  first  aware  of  the  green  alert  on  August  12,  1993,  when  notified  by 
the  Head  Nurse  on  Hennessy  3B.  INTERVIEWEE  IH  reported  that  when  he  arrived  on  2  A, 
CLIENT  I  was  on  the  floor  in  the  Quiet  Room  with  five  or  six  MHW's  holding  him  down. 
CLIENT  I  was  face  up  during  this  restraint.  According  to  INTERVIEWEE  HI,  at  this  time  two  or 
three  nursing  staff  were  also  present,  but  not  involved  in  the  restraint.  According  to 
INTERVIEWEE  m,  CLIENT  I  "contracted  verbally"  for  safety  to  go  to  the  Restraint  Room. 
[DMH  Interview  with  INTERVIEWEE  IE] 

Apparently  there  was  a  green  alert,  that  I  didn't  hear,  because  .  .  .  I  was  out  monitoring  my 
own  clients  at  the  cookout.  And  one  of  the  nurses  was  yelling  through  the  window  that  they 
had  ca\  emergency  going  on  in  2A  and  that  they  needed  all  male  staff  available,  green  alert  stat, 
and  they  sorta  yelled  through  the  window  that  I  needed  to  leave  the  area,  right  away,  to  go  to 
ward  2A. 

. . .  When  I  got  on  2A,  I  noticed  here  was  one  patient  in  the  Quiet  Room  and  there  was  another 
client  that  was  lying  on  the  floor  with,  I'd  say  at  the  time,  maybe  four  or  five  attendants 
holding  him  down  on  the  floor.  He  was  apparently  struggling  and  completely  out  of 
control... He  was  under  control,  at  that  point... He  was  noisy  and  he  was  struggling,  but  the 
mental  health  workers  had  pretty  much  had  him  secured,  so  he  wasn't  able  to  get 
anywhere... Then  it  came  to  a  point  were  they  knew,  that  the  headMHA  had  decided  that  he 
[CLIENT  I]  was  so  out  of  control,  they  were  not  able  verbally  to  get  him  under  control.  That  it 
was  at  a  point  where  they  needed  to  put  him  into  4-point  restraint.  ..What  had  happened  that  the 
MHA  III,  at  the  time,  had  made  a  verbal  contract,  which  I  didn't  agree  to,  because  the  patient 
was  intoxicated.  He  had  asked  the  patient,  would  he  willingly  get  up  and  walk  to  the  4-point 
room.  He  and  the  patient  made  a  verbal  contract,  saying  "Yes,  I  will. "     [Show  Cause  Hearing, 
Statement  by  INTERVIEWEE  III,  September  27,  1994] 

COLLATERAL  HH  reported  that  he  was  on  the  unit  [2A]  in  the  music  room  providing  1:1 
supervision  to  another  patient  when  CLIENT  I  and  CLIENT  in  arrived.  COLLATERAL  HH  heard 
a  commotion  in  the  hallway  outside  the  Quiet  Room  and  went  to  the  door  of  the  music  room  to  see 
what  was  happening.   [Interview  with  DMH  Investigator,  September  10, 1993]  At  that  time  a  staff  member 
(COLLATERAL  NNN)  was  approaching  toward  Quiet  Room.  As  he  walked  up  to  the  Quiet  Room 
the  CLIENT  I  attempted  a  kick  to  his  face.  The  attempt  missed  and  CLIENT  I  was  taken  down  by 
(COLLATERAL  NNN,  COLLATERAL  L)  MHW's  as  well  as  two  security  officers.  A  green  alert 
was  then  called.  I  then  took  my  1:1  from  small  day  hall  to  large  day  hall  to  avoid  situation.  After 
which  I  asked  the  med.  nurse  (S.M.)  if  she  could  cover  my  1:1  so  I  could  help  with  the  restraint.  I 
proceeded  to  Quiet  Room.    [Written  Statement  by  COLLATERAL  HH  August  14,  1993] 

COLLATERAL  MM  reported  that  he,  along  with  two  REDACTED  from  Hennessy  3B, 
responded  to  the  green  alert  on  August  12,  1993.  When  he  arrived  on  Hennessy  2A  he  observed  a 
crowd  of  patients  and  staff  standing  between  the  Quiet  Room  and  the  Restraint  Room.  CLIENT  I 
was  in  the  Quiet  Room  and  CLIENT  in  was  in  the  Restraint  Room.  CLIENT  I  was  being  moved 
to  the  Restraint  Room.  [DMH  Interview  with  COLLATERAL  MM  September  16,  1993] 

When  I  got  to  the  ward  it  was  suggested  by  somebody  that  CLIENT  I  go  into. ..or  be 
transported  from  the  room  he  was  in  to  the  4-point  room  and  be  put  in  restraint,  because  he 
was  physically  abusive  and  assaultive,  at  the  time.  He  was  swinging  and  kicking  and  it  was  a 
melee,  there,  really.  As  we  asked  him  to  come  out,  he  kept  kicking  and  swinging  at  us. 
So. ..we  went  in  and  attempted  to  physically  restrain  him,  without  much  success  the  first  time. 
[DMH  Show  Cause  Hearing,  Statement  by  COLLATERAL  MM  September  27,  1994] 
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COLLATERAL  MM  testified  that  he  was  unable  to  remember  exactly  who  was  involved  in  the 
restraint  but  that  "COLLATERAL  L  was  there,  I  think  INTERVIEWEE  HI,  INTERVIEWEE  V 
and  I  don't  know  because  there  was  a  mass  of  people  there."  COLLATERAL  MM  testified  "there 
was  one  nurse  in  the  area,  but  I  don't  remember  who  it  was."  COLLATERAL  MM  testified  that 
INTERVIEWEE  XV  was  also  present.   [DMH  Show  Cause  Hearing,  Statement  by  COLLATERAL  MM, 
September  27,  1994] 

According  to  INTERVIEWEE  XV,  COLLATERAL  HHHH  told  him  to  "be  prepared  to 
return"  when  he  left  Hennessy  2A  after  transporting  CLIENT  in  and  CLIENT  I  to  the  unit. 
INTERVIEWEE  XV  reported  that  he  and  INTERVIEWEE  VH  had  just  arrived  at  Chauncy  Hall 
when  a  "Code  Green"  was  sounded  over  the  P.A.  system.  He  and  INTERVIEWEE  VII  returned 
to  Hennessy  2A  together.  INTERVIEWEE  XV  reported  that  INTERVIEWEE  VII  was  "behind 
him"  running  into  the  Unit.  As  they  arrived  on  the  Unit,  "they  were  just  allowing  CLIENT  I  up" 
in  the  Quiet  Room  and  moving  him  toward  the  four  point  room.  [DPPC  Interview  with  INTERVIEWEE 
XV] 

3.  Second  Restraint 

CLIENT  I  stated  the  following  during  a  DMH  Show  Cause  Hearing  held  on  September  28, 

1994: 

As  I  was  walking  out  the  doorway  [of  the  Quiet  Room],  COLLATERAL  NNN  was  right 
behind  me  and  I  threw  a  side  kick  to  him,  because  I  know  a  little  bit  about  self-defense.  And  I 
kicked  him  in  the  stomach... I  kicked  him  enough  to  knock  him  down.  So  he  fell  down,  at  that 
time,  there  were  several  staff  people  trying  to  grab  my  arms  and  I  was  flailing,  like  this  trying 
to  keep  them  from  grabbing  my  arms... this  is  all  in  the  hallway,  when  this  was  happening.  So 
there  were  tons  of  staff  around  me  and  I  was  kicking  and  flailing  my  arms,  keeping  them  from 
grabbing,  cause  I  didn  't  want  to  be  strapped  to  a  bed. .  .and  finally  they  got  ahold  of  me. 
'Cause  they  got  me  from  behind  and  they  pinned  me  down. .  .spread  eagle.  When  they  pinned 
me  down  spread  eagle,  COLLATERAL  L  came  up  to  me  and  he  started  pounding  me  in  the 
face  and  he  wouldn't  stop.  And  I  kept  saying.. .someone  stop  him.. ..from  hitting  me.  And 
everybody  saw  what  happened,  that  was  there,  they  are  all  denying  it.  And. .  .Nurse  Joyce  was 
standing  right  over  me,  looking  right  down  on  me  and  I'm  saying,  Joyce  why  won't  you  stop 
them.  And  Joyce  said,  "That's  what  you  get  for  misbehaving. "  That's  what  she  told  me.  And  I 
was  being  pounded  in  the  face  by  COLLATERAL  L....and  then  they  turned  me  over  on  my 
back  onto  my  stomach  and  I  was  still  being  pounded  in  the  back  of  the  head  by  COLLATERAL 
L.  It  wasn't  until  INTERVIEWEE  XV  restrained  him  that  he  stopped  hitting  me. 

CLIENT  I  also  testified  that  another  MHW  "kneeled  on  my  arm. .  .and  left  a  bad  bruise."  When 
asked  who  the  MHW  was  who  kneeled  on  his  arm,  CLIENT  I  stated  that  he  did  not  know  the 
person's  name  but  "he  was  REDACTED. . ." 

In  a  DPPC  interview  CLIENT  I  stated  that  during  the  second  restraint  COLLATERAL  L  was 
"swing[ing]  at  me  like  a  boxing  match."  He  went  on  to  report,  "As  I  hit  the  ground 
COLLATERAL  L  was  hitting  me."  CLIENT  I  reported  that  initially  he  thought  that 
COLLATERAL  NNN  was  the  one  who  hit  him.  However,  he  now  believes  that  it  was 
COLLATERAL  L.  CLIENT  I  reported  that  he  yelled,  "He's  hitting  me."  He  also  reported  that  he 
asked  COLLATERAL  HHHH  to  make  him  stop  hitting  him.  According  to  CLIENT  I, 
COLLATERAL  L  told  him,  "This  is  what  you  get  for  misbehaving."  CLIENT  I  also  reported  that 
he  had  been  struck  in  the  back  of  the  head  after  he  was  turned  over,  face  down. 

According  to  CLIENT  I,  the  following  persons  were  in  attendance  while  COLLATERAL  L  beat 
him:  COLLATERAL  AAAA  was  holding  his  right  arm;  an  ...REDACTED  was  on  his  left  arm; 
unknown  persons  were  holding  his  legs;  there  was  no  one  on  his  torso.  CLIENT  I  also  reported 
that  COLLATERAL  HHHH  was  standing  against  the  wall  observing  and  she  had  at  least  two  other 
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staff  standing  next  to  her.  CLIENT  I  reported  that  COLLATERAL  AAAA  asked  him,  "How's 
your  gold?"  which  referred  to  the  gold  necklaces  CLIENT  I  was  wearing.  CLIENT  I  also  quoted 
COLLATERAL  AAAA  as  telling  him  that,  "he  [COLLATERAL  AAAA]  was  so  aggressive 
because  he  thought  I  was  going  to  attack  COLLATERAL  NNN."  (SOURCE:  DPPC  Interview 
with  CLIENT  I) 

INTERVIEWEE  XV  reported  that  during  the  move  from  the  first  room  to  the  second, 
CLIENT  I  started  to  fight,  needed  to  be  restrained  and  "was  taken  to  the  floor  by  several  nursing 
staff  members."  [IR#.RED ACTED.] 

As  many  as  eight  staff  members  were  on  top  of  CLIENT  I.  COLLATERAL  L  was  up  by 
CLIENT  I 's  head  and  ..REDACTED.,  observed  him  punch  CLIENT  I  five  or  six  times  with 
extremely  hard  blows.  ..REDACTED.,  could  hear  every  impact  and  instantly  the  client  started 
to  bleed  and  swell.  I  moved  in  to  stop  the  staff  member  but  before  I  could  get  there 
COLLATERAL  L  used  a  head  twist  technique  that  I  did  have  to  stop.  Extreme  force  was  used. 
REDACTED  checked  to  see  if  the  patient  [sic]  neck  was  broken. 

Note:  COLLATERAL  L  also  said  to  CLIENT  I,  "This  is  what  you  wanted  so  you  got  it. " 
[IR#.REDACTED..] 

The  DMH  Investigation  dated  October  6,  1993,  stated 

As  the  reporter,  INTERVIEWEE  XV,  was  observing  the  restraint  he  witness  [sic]  the  ALAB  hit 
the  client  with  a  closed  fist  several  times  in  the  head  area,  noting  the  swelling  and  bleeding  was 
instantaneous.  The  reporter  also  adds  that  he  observed  the  ALAB  use  a  twisting  technique  on  the 
client's  neck.  It  is  alleged  that  on  August  12,  1993,  the  victim  was  physically  abused  and 
assaulted  while  being  placed  in  four  point  restraint.  The  report  goes  on  to  state  that  he,  CLIENT 
I,  was  held  in  a  spread  eagle  position  when  the  ALAB  positioned  himself  on  top  of  him  and 
began  to  beat  him  severely.  The  reporter  claims  at  first  he  was  positioned  on  his  back  and 
suffered  blows  to  the  face  and  that  he  was  later  turned  over  and  received  assaults  to  the  back  of 
his  head.   (SOURCE:   19C  Investigation,  October  6,  1993,  by  DMH  Investigator,  R.  Pickett) 

In  a  DPPC  interview  INTERVIEWEE  XV  reported  that  eight  or  nine  staff  were  involved  in 
moving  CLIENT  I  to  the  Restraint  Room,  "COLLATERAL  L  was  at  the  head"  and  that  "someone 
said  something  to  CLIENT  I."  INTERVIEWEE  XV  was  unable  to  state  what  was  said  but  he 
thought  the  verbalizer  was  COLLATERAL  L.  INTERVIEWEE  XV  reported  that  "CLIENT  I 
reacted  violently"  and  that  staff  "took  him  straight  down."  INTERVIEWEE  XV  reported  that 
CLIENT  I  started  going  down  "face  first"  but  that,  before  he  hit  the  floor,  CLIENT  I  twisted  and 
he  "rotated  to  his  back,  defending  himself."  INTERVIEWEE  XV  reported  he  "felt  some  thuds" 
and  then  saw  "COLLATERAL  L  punching"  CLIENT  I.  INTERVIEWEE  XV  turned  to 
COLLATERAL  HHHH  and  asked,  "Are  you  going  to  allow  this?"  At  this  point,  he  observed 
COLLATERAL  L  "twist  CLIENT  I's  neck."  INTERVIEWEE  XV  continued  COLLATERAL  L 
was  "really  twisting"  the  neck.  INTERVIEWEE  XV  felt  this  was  an  "assault  to  kill." 
INTERVIEWEE  XV  reported  that  then  COLLATERAL  L  put  his  knees  on  CLIENT  I's  head  with 
"pressure  on  his  [CLIENT  I's]  head."  INTERVIEWEE  XV  reported  that  he  went  "straight  to 
CLIENT  I's  head."  He  reported  that,  at  that  point,  CLIENT  I  was  in  a  "catatonic  state"  and  that  he 
was  "semi-conscious."  INTERVIEWEE  XV  reported  that  CLIENT  I  had  "no  fight  left  in  him"  and 
that  staff  requested  that  CLIENT  I  be  handcuffed.  INTERVIEWEE  XV  was  unable  to  report  who 
specifically  requested  the  handcuffs  be  applied.  INTERVIEWEE  XV  reported  that  .REDACTED. 
CLIENT  I  because  the  MHW's  had  CLIENT  I's  "arms  up  behind  his  back  up  to  his  neck"  and  had 
his  "legs  crossed  and  up  on  his  back."  INTERVIEWEE  XV  reported  that  he  felt  that  handcuffs 
would  be  more  humane  and  he  was  worried  that  CLIENT  I  was  going  to  suffer  "serious  injury" 
from  the  pressure  being  applied  to  CLIENT  I's  arms  and  legs. 
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INTERVIEWEE  XV  also  reported  that  COLLATERAL  HHHH  got  on  her  hands  and  knees  beside 
CLIENT  I  and  said,  "This  is  what  you  get'  and  'See  what  happens  when  you  act  like  this.'" 

INTERVIEWEE  XV  did  not  see  COLLATERAL  NNN  suffer  any  injury,  but  reported  that 
CLIENT  I  did  "kick  back."  INTERVIEWEE  XV  also  reported  that,  after  CLIENT  I  was 
handcuffed,  he  observed  COLLATERAL  L  against  the  wall  holding  his  arm. 

INTERVIEWEE  XV  observed  CLIENT  I  "bleeding  and  swelling"  at  this  point  and  he  requested 
that  Chief  Cayford  take  photos  of  the  injuries.  (SOURCE:  DPPC  Interview  with  INTERVIEWEE  XV) 

COLLATERAL  HHHH  wrote  concerning  this  restraint  in  a  progress  note  dated  August  12, 
1993: 

As  group  of  REDACTED  MHW's  were  escorting  pt  to  Quiet  Rm.  and  again  pt  began 
struggling  necessitating  containing  pt  on  floor  -  this  period  of  escalated  pt  struggle  took  several 
REDACTED  staff  to  restrain  pt  &  appropriately  transport  him  to  restraint  bed. 

COLLATERAL  HHHH  stated  that  when  she  returned  to  the  Quiet  Room  Area,  she  observed 
COLLATERAL  NNN  holding  his  abdomen  and  COLLATERAL  L  against  the  wall  holding  his 
arm.  She  further  reported  that  staff  were  trying  to  "contract"  with  CLIENT  I  to  go  to  the  Restraint 
Room.  At  this  point  COLLATERAL  HHHH  claimed  that  she  "observed  REDACTED  standing  at 
the  foot  of  the  pile"  and  that  he  "had  glasses  in  his  hand."  At  the  time  of  the  interview 
COLLATERAL  HHHH  claimed  she  did  not  remember  CLIENT  I  being  handcuffed.  (SOURCE: 
DMH  Interview  with  COLLATERAL  HHHH  August  24,  1993) 

In  a  Letter  of  Appeal  to  Area  Director  Kirousis  dated  June  16,  1994,  COLLATERAL  HHHH 
wrote  the  following: 

/  did  not  call  INTERVIEWEE  X  to  the  unit.  I  am  not  aware  when  he  returned  to  HN2A. 
Patient  #1  continued  and  escalated  his  struggle  with  staff  until  after  a  second  green  alert  was 
called,  staff  was  able  to  bring  patient  #1  to  the  floor  chest  down.  I  never  requested  the  use  of 
handcuffs  —  nor  did  I  hear  any  of  my  staff  do  so.  At  the  calling  of  the  Green  Alerts, 
INTERVIEWEE  VI  came  to  and  remained  on  HN2A,  for  the  duration. 

I  was  not  'situated  next  to  him  [INTERVIEWEE  XV]  during  the  second  restraint'.  While  the 
second  restraint  was  in  process,  I  was  at  a  distance  of  the  'base'  of  the  patient  and  group  of 
staff.  I  was  unaware,  at  that  time,  of  INTERVIEWEE  XV  until  he  appeared  —  to  my 
visualization  —  at  the  'head'  of  the  struggle.  Upon  seeing  INTERVIEWEE  XV  standing  there 
—  /  remember  visualizing  him  —  What  appeared  to  me  —  as  trying  (with  both  hands)  to  put 
something  in  his  left  breast  shirt  pocket.  I  remember  thinking  — perhaps  I  could  help  him  — 
so  I  advanced  down  the  left  side  of  the  corridor  —  towards  him.  When  I  got  close  enough  — 
he  was  beginning  to  bend  forward.  I  then  walked  back  to  my  original  position.  I  never 
observed  [the  assault  on  CLIENT  I].  /  was  present,  at  prolonged  intervals,  during  the 
restraint.  I  could  not  admit  to  observing  'abusive  practices'  since  I  did  not  observe  any.  I 
never  observed  any  abuse  of  patient  #1  by  any  staff  person.  (Letter  of  Appeal  to  Area  Director 
Kirousis  from  COLLATERAL  HHHH,  June  16,  1994) 

COLLATERAL  NNN  stated  that  he  was  holding  CLIENT  I's  right  arm  and  COLLATERAL 
AAAA  was  holding  CLIENT  I's  left  arm  as  they  escorted  CLIENT  I  to  the  restraint  room. 
CLIENT  I  was  "cooperating"  with  the  escort  into  the  Restraint  Room  "until  he  broke  loose." 
COLLATERAL  NNN  stated  that  CLIENT  I  "pushed  forward"  and  kicked  backwards,  kicking  him 
in  the  stomach.  COLLATERAL  NNN  stated  that  he  fell  to  the  ground,  got  off  to  the  side,  and 
observed  security  place  handcuffs  on  CLIENT  I. 
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COLLATERAL  NNN  was  also  unable  to  say  whether  anyone  else  had  been  injured  in  the 
restraints.  He  denied  seeing  anyone  abuse  CLIENT  I. 

COLLATERAL  NNN  also  testified  that,  after  he  was  kicked  by  CLIENT  I,  he  did  not  see  anything 
else  concerning  the  restraint.  He  denied  hearing  any  noise.  COLLATERAL  NNN  then  testified  that 
he  was  "kneeled  over  in  pain"  and  that  was  all  he  remembered. 
(DMH  Show  Cause  Hearing,  Statement  by  COLLATERAL  NNN,  September  27,  1994) 

COLLATERAL  NNN  stated  to  Investigator  Pickett  that  he  never  observed  COLLATERAL  L  "act 
in  a  inappropriate  way"  and  that  he  "can't  believe  COLLATERAL  L  punched  the  patient." 
(DMH  interview  with  COLLATERAL  NNN,  August  27,  1993) 

According  to  INTERVIEWEE  III,  CLIENT  I  got  up  on  his  own  after  the  first  restraint  and 
then  "became  explosive."  According  to  INTERVIEWEE  m,  CLIENT  I  "charged  staff  and 
"everybody  grabbed"  him.  INTERVIEWEE  m  reported  that  CLIENT  I  went  "straight  down,  face 
first."  INTERVIEWEE  HI  reported  that  he  was  on  CLIENT  I's  legs.  INTERVIEWEE  EI  reported 
to  Investigator  Pickett  that  he  never  saw  COLLATERAL  L  punch  CLIENT  I  and  he  "had  a  clear 
view"  of  CLIENT  I.  (DMH  Interview  of  INTERVIEWEE  IE) 

At  a  DMH  Show  Cause  Hearing,  INTERVIEWEE  HI  reported  the  following: 

And  the  minute  we  let  him  get  up,  he  immediately  lost  control  and  started  swinging.  He  rushed 
at  one  of  the  attendants  that  was  there  and  we  had  to  immediately  re-restrain  him,  which  we 
were  attempting  to  do.  As  he  was  charging  at  another  MHA,  when  we  came  from  behind  him 
and  tried  to  stop  him.  And,  at  that  point,  when  we  were  holding  him;  this  is  a  very  large, 
powerful  man,  and  he  had  put  one  foot,  trying  to  throw  us  off.  We  were  trying  to  hold  onto 
him,  because  we  knew  if  we  let  go,  he  had  already  injured  one  MHA  by  kicking  him  in  the 
chest.  So  we  knew  that  much  as  we  could,  but  with  his  power  and  our  weight,  we  just 
completely  went  down,  unfortunately  he  was  like  on  the  bottom  of  the  pile.  He  went  down  face 
first.  Although,  luckily,  he  wasn't  on  3B,  2 A  has  a  rug,  but  he  hit  very  hard  ...he  went  down 
face  first,  on  the  rug,  with  us  on  top  of  him. 

When  asked  how  many  people  were  involved  in  the  restraint,  INTERVIEWEE  III  stated,  "Four  to 
five."  INTERVIEWEE  IE  also  testified,  when  asked  if  he  observed  any  of  his  fellow  workers 
injure  CLffiNT  I,  "No,  I  did  not.  I  would  imagine  he  could  have  gotten  injured  very  easily,  when 
he  fell  down  like  that."  INTERVIEWEE  EI  also  testified,  concerning  the  location  of 
COLLATERAL  L  during  the  restraint,  "He  was  standing  up  against  the  wall.  I  know  he  was 
already  injured  himself,  so  he  was  not  getting  involved  in  the  restraint."  INTERVIEWEE  EI  also 
stated,  "When  I  first  observed  him  [COLLATERAL  L],  he  was  standing  against  the  wall.  When  he 
observed  we  were  continuing  having  a  very  difficult  time  containing  this  patient,  that's  when 
COLLATERAL  L  assisted  in  controlling  the  patient." 

INTERVIEWEE  EI  also  testified,  during  a  DMH  Show  Cause  Hearing,  when  questioned  about 
the  differences  between  his  statements  to  Mr.  Pickett  and  his  testimony  in  the  hearing: 

That's  not  what  I  saw  done. ..There  was  a  lot  of  discrepancies,  with  what  he  wrote. ..and  what 
the  notes  my  representative  had. 

When  asked  if  he  was  telling  the  truth  today  (during  the  hearing),  INTERVIEWEE  EI  stated: 
Well,  I  don't  think  he's  [Mr.  Pickett]  telling  the  truth,  personally... We  didn't  jump  on  top  of 
him.  We  restrained  him  and  with  the  force  of  his  pulling  us,  we  fell  down.  We  did  not  jump  on 
top  of  him... 
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When  asked  who  else  was  present  during  the  second  restraint,  INTERVIEWEE  IQ  testified, 

"COLLATERAL  AAAA....myself INTERVIEWEE  V.... COLLATERAL  MM...I  don't  know. 

I  can  remember  someone  else. .  .There  was  a  lot  of  people  around."  Further,  when  asked  if  it  was 
possible  that  things  took  place  that  he  did  not  see,  INTERVIEWEE  HI  testified,  "Not  in  that 
situation,  'cause  I  was  right  there.  I  was  the  one  that  went  in  the  room.  I  was  with  the  guys  when 
we  were  escorting  the  patient  into  the  4-point  room  and  he  started  charging."  When  asked  if  he 
observed  the  actions  of  COLLATERAL  MM,  INTERVIEWEE  m  testified,  "I  was  more  concerned 
with  the  patient's  safety,  rather  than  observing  COLLATERAL  MM."  (SOURCE:  Show  Cause 
Hearing,  Statement  by  INTERVIEWEE  III,  August  25,  1993) 

COLLATERAL  HH  stated  during  a  DMH  interview  that  he  saw  CLIENT  I  being  escorted  to  the 
Restraint  Room  with  COLLATERAL  NNN  "right  behind  him  [CLIENT  I\"    In  a  written 
statement  dated  August  14,  1993,  COLLATERAL  HH  wrote,  As  I  got  there  (to  the  quiet  room) 
CLIENT  Iw  as  being  escorted  from  the  Quiet  Room  to  the  4-Point  Room.  MHW's  walked  by  his 
side,  I  was  behind  him,  and  security  officers  were  also  at  scene.  As  client  got  to  the  4-Point  door 
Pt,  without  expectation,  delivered  a  solid  kick  to  the  rib/abdominal  area  to  REDACTED  The  client 
was  again  taken  down  &  held  down  by  staff.  COLLATERAL  HH  reported  that  COLLATERAL 
NNN  "still  participated"  in  the  restraint.  He  also  reported  that  COLLATERAL  L  was  involved  in 
the  restraint.  He  stated  that  there  were  seven  or  eight  staff  involved.  COLLATERAL  HH  reported 
that  he  "had  a  leg"  during  the  restraint.  COLLATERAL  HH  denied  seeing  anyone  assault  CLIENT 
I.  We  then  waited  a  bit  for  client  to  regain  some  kind  of  control  and  for  staff  to  adjust  grips  to 
transport  CLIENT  I  to  4-Point.  Shortly  after,  client  was  carried  and  placed  in  4-Point.    (Written 
Statement  by  COLLATERAL  HH,  August  14,  1993  and  Interview  with  DMH  Investigator,  September  10,  1993) 

COLLATERAL  MM  stated  that  CLIENT  I  was  "verbally  assisted"  and  not  physically,  but  that 
when  CLIENT  I  had  taken  two  steps  out  of  the  Quiet  Room  he  "swung  and  kicked"  at  staff. 
COLLATERAL  MM  further  reported  that  COLLATERAL  L  was  standing  against  the  wall  holding 
his  arm  and  only  joined  in  the  restraint  "after  swinging  began."  COLLATERAL  MM  further 
reported  that  CLIENT  I  went  down  on  his  back.  COLLATERAL  MM  further  reported  that  to  the 
best  of  his  knowledge  no  one  hit  CLIENT  I.  COLLATERAL  MM  further  indicated  that  the  bruises 
on  CLIENT  I  might  have  been  there  before  the  Second  Restraint.  (SOURCE:  DMH  Interview  with 
COLLATERAL  MM,  September  16,  1993) 

CLIENT  I  was... be  coming  assaultive  and  we  went  ahead  and  took  him  down  to  the  ground. 
He  was  still  struggling.  There  was  five  or  six  MHW's  holding  him  down  and  he  was  still 
kicking  and  swinging,  at  the  time.  By  the  time  we  finally  got  him  physically  restrained  on  the 
ground,  there  must  have  been  five  or  six  of  us,  holding  him  down. 

...I  don't,  know  exactly,  COLLATERAL  L's  position.  I  was  right  up  by  his  shoulders.  I  can't 
say  what  side  even. 

When  asked  about  injuries  during  this  period,  COLLATERAL  MM  testified  that  he  did  not  know. 
COLLATERAL  MM  further  testified  ". .  .1  got  hit  a  couple  of  times,  but  I  don't  really  know,  if 
anybody  got  seriously  injured,  at  that  particular  time."  COLLATERAL  MM  further  testified  that 
"there  must  have  been  five  or  six  MHS's  holding  him  down."  COLLATERAL  MM  testified  that  he 
never  saw  anyone  hit  CLIENT  I  and  further  testified,  "If  I  had  seen  any  assault  on  CLIENT  I,  I 
would  have  reported  it.  Its  my  job.. .No,  he  was  not  assaulted  to  the  best  of  my  knowledge.  I 
didn't  witness  any  assault. 
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When  asked  about  bruises  or  cuts,  COLLATERAL  MM  testified,  "I  don't  think  it  was  cut,  but  he 
had  bruises.. ..on  his  face.  But  I  thought  that  was  his  already  physical  appearance. .  .so  I  don't 
know  where  he  got  them  or  anything."  He  also  stated  that  CLIENT  I  "was  hollering  and  cursing." 
(DMH  Show  Cause  Hearing,  Statement  by  COLLATERAL  MM,  September  27,  1994) 

INTERVIEWEE  V  stated  that  he  assisted  in  the  moving  of  CLIENT  I  from  the  Quiet  Room  to 
the  Restraint  Room  after  the  first  restraint.  He  reported  that  there  was  an  MHW  on  each  side  of 
CLIENT  I  and  two  MHW's  behind  him.  INTERVIEWEE  V  reported  that  he  was  "behind  and  to 
the  right"  of  CLIENT  I.  COLLATERAL  NNN  was  "directiy  behind  him  [CLIENT  I]."  According 
to  INTERVIEWEE  V,  shortly  after  he  cleared  the  doorway  to  the  Quiet  Room,  CLIENT  I  stopped 
and  kicked  COLLATERAL  NNN  in  the  stomach.  COLLATERAL  NNN  did  not  become  further 
involved  in  the  restraint  but  remained  by  the  door  to  the  Quiet  Room.  When  asked  if  he  recalled 
CLIENT  I  saying  anything,  INTERVIEWEE  V  testified,  "He  said  he  didn't  want  to  go  into  4- 
point.  He  said,  'I'm  not  going  into  4-points',  just  probably  simultaneously  when  he  kicked 
COLLATERAL  NNN."  INTERVIEWEE  V  denied  hearing  any  staff  say  anything.  At  this  point 
CLIENT  I  turned  and  the  trailing  MHW's  grabbed  him,  including  INTERVIEWEE  V.  CLIENT  I 
went  down  to  the  floor  "face  up"  where  he  was  physically  restrained.  According  to 
INTERVIEWEE  V  he  was  located  on  CLIENT  I's  left  arm,  INTERVIEWEE  m  was  on 
CLIENT'S  right  arm  and  COLLATERAL  HH  was  on  CLIENT  I's  legs.  INTERVIEWEE  V 
reported  that  COLLATERAL  L  was  against  the  wall  holding  his  arm.  INTERVIEWEE  V  reported 
that  CLIENT  I  was  "moaning  and  groaning  and  grunting."    INTERVIEWEE  V  testified,  "There 
was  no  screaming.  "INTERVIEWEE  V  also  reported  that,  at  this  point,  he  noted  "shallow  scrapes 
oozing,  not  bleeding."  INTERVIEWEE  V  denied  seeing  COLLATERAL  L  do  anything  to  hurt  a 
patient.  INTERVIEWEE  V  denied  any  relationship  with  COLLATERAL  L.  (DMH  Interview  with 
INTERVIEWEE  V,  September,  14,  1993  and  DMH  Show  Cause  Hearing  Statement  by  INTERVIEWEE  V, 
September  27,  1994) 

In  a  letter  dated  July  7,  1994,  from  INTERVIEWEE  V  to  Area  Director  Kirousis  is  the  following  : 
COLLATERAL  NNN  was  injured... only  after  patient  contracted  with  COLLATERAL  AAAA 
to  cease  his  violent  behavior  and  walk  to  the  four  point  room.  Patient  was  released...  at  which 
time  he  kicked  COLLATERAL  NNN  and  attempted  to  hit  and  kick  other  staff  members.  Patient 
was  again  physically  restrained  on  the  floor  of  the  hallway. " 

.  ..Patient  was  physically  restrained  on  the  floor  by  MHW  staff  when  INTERVIEWEE  XV's 
appeared  and  assuming  an  attitude  of  authority,  applied  the  cuffs  and  directed  staff  to  'twist  the 
cuffs'  if  the  patient  continued  to  struggle... 

. .  .1  made  no  observations  of  patient  abuse  and  testified  fully  regarding  my  actions  and  those  of 
others  in  this  incident.  I  am  aware  that  the  patient  sustained  head  and  face  injuries,  but  I  was 
unable  to  see  how  they  occurred  I  described  my  actions  fodly  when  interviewed  by  the 
investigator  in  this  case.  My  awareness  of  the  actions  and  whereabouts  of  others  during  this 
sequence  is  obviously  incomplete  due  to  my  concentration  on  restraining  the  patient  and  my 
body  position  relative  to  the  other  people  involved  I  cannot  report  observations  I  did  not  make 
and  I  can  testify  fully  without  making  statements  about  things  I  did  not  see.. .  (Letter  from 
INTERVIEWEE  V  to  Area  Director,  Theodore  Kirousis,  July  7,  1994) 

INTERVIEWEE  V  testified,  concerning  his  positioning  in  relation  to  CLIENT  I  during  the  second 

restraint  that:: 

When  CLIENT  I  was  down  on  the  ground,  I  was  down  on  the  ground  with  him... I  was  to 
CLIENT  I's  left... I  was  above  his  shoulders,  with  my  upper  ...J  was  facing  down  his  body- 
holding  his  left  arm... I  believe  COLLATERAL  HH  was  down  around  his  feet  and  I  think  that 
COLLATERAL  MM  and  INTERVIEWEE  III  were  on  his  right  side,  but... I  am  not  sure  about 
that.  I  know  there  were  other  staff  present,  at  that  time,  I  couldn't  tell  you  where  they  were 
either. 
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When  asked  if  he  recalled  seeing  COLLATERAL  L,  INTERVIEWEE  V  testified  that  he  recalled 
"seeing  him  standing  against  the  wall  in  the  hallway,  as  we  left  the  room  with  CLIENT  I." 
INTERVIEWEE  V  also  testified  that  he  did  not  remember  seeing  COLLATERAL  L  again  during, 
the  second  restraint.  INTERVIEWEE  V  also  testified  that  CLIENT  I  was  taken  down  "face  up." 
He  denied  seeing  bruises  on  CLIENT  I's  face. 

INTERVIEWEE  V  testified  that  no  MHW  asked  for  CLIENT  I  to  be  handcuffed  but  that 
INTERVIEWEE  XV  brought  some  handcuffs  over  and  applied  them  to  CLIENT  I. 
INTERVIEWEE  V  also  testified  that  he  did  not  see  any  fellow  employees  abuse  CLIENT  I.  (DMH 
Show  Cause  Hearing,  Statement  by  INTERVIEWEE  V,  September  27,  1994) 

In  an  interview  with  the  DPPC  Investigator,  INTERVIEWEE  V  reported  that  he  "would  not 
change  his  statements"  which  indicated  that  he  did  not  observe  any  assault  by  COLLATERAL  L. 

INTERVIEWEE  VI  reported  the  following  in  a  written  statement  dated  August  12,  1993: 
/,  INTERTERVIEWEE  VI  @  the  Hennessy  Building  today  responded  to  a  Green  Alert 
situation.  When  I  arrived  there  were  already  several  staff  members  in  area  attempting  to  subdue 
CLIENT  I  who  was  very  combative  and  out  of  control.  I  did  not  observe  any  staff  member  or 
anyone  striking  pt. 

During  a  DPPC  interview,  INTERVIEWEE  VI  was  asked  about  the  events  of  August  12,  1993. 
INTERVIEWEE  VI  indicated  that  she  was  ..REDACTED  and  she  responded  to  the  green  alert. 
INTERVIEWEE  VI  reported  that  CLIENT  I  was  "already  on  the  floor"  when  she  arrived. 
INTERVIEWEE  VI  indicated  that  this  was  the  second  restraint  of  CLIENT  I.  When  asked  who 
was  the  supervisor  of  the  restraint,  INTERVIEWEE  VI  reported  that  the  "Charge  Nurse  was  in 
charge  of  the  restraint."  She  indicated  that  she  was  "back  and  forth"  between  the  restraint  and  other 
patients.  She  reported  that  she  was  "not  there  [at  the  restraint]  one  hundred  percent  of  the  time." 
INTERVIEWEE  VI  further  reported  that  she  was  assisting  with  other  patients  and  trying  to  help 
out  on  the  Unit. 

INTERVIEWEE  VI  also  reported  to  the  DPPC  investigator  that  she  was  never  interviewed  by 
anyone  involved  with  DMH  or  WBSH  concerning  the  events  of  August  12,  1993. 
IOTERVIEWEE  VI  stated  that  she  thought  "they  forgot  about  me,  they  forgot  that  I  was  there." 
She  stated  that  an  attorney  representing  COLLATERAL  HHHH  called  once  to  see  about 
interviewing  her,  "but  nothing  ever  came  of  it."  INTERVIEWEE  VI  reported  that  she  received  no 
disciplinary  action  concerning  the  events  of  August  12,  1993. 

David  Potter,  Unit  Director  of  Hennessy  2A,  reported  that  he  had  been  beeped  earlier  in 
the  day  about  the  AWA  status  of  CLIENT  I  and  CLIENT  HI.  He  responded  to  the  green  alert  on 
August  12,  1993.  When  he  arrived  he  observed  a  "big  group  of  people"  moving  CLIENT  I  into 
the  Restraint  Room.  Director  Potter  described  it  as  an  "incredible  struggle"  with  a  "lot  of 
screaming."  He  reported  that  CLIENT  I  was  already  handcuffed  and  CLIENT  I  was  complaining 
about  the  handcuffs.  Director  Potter  reported  that  when  he  arrived  on  2A  COLLATERAL  L  was 
standing  against  the  wall.  Director  Potter  reported  that  he  did  not  observe  any  assault  or  any 
punching.  He  also  observed  INTERVIEWEE  VI  at  the  scene  upon  his  arrival.  He  reported 
wondering  why  she  was  present.  (SOURCE:  DPPC  Interview  with  David  Potter,  Unit  Director) 

INTERVIEWEE  VII  reported  that  he  returned  to  Hennessy  2A,  with  INTERVIEWEE  XV,  after 
the  second  green  alert  had  been  sounded.  He  also  reported  that  COLLATERAL  NNN  got  hurt  and 
he  took  over  for  COLLATERAL  NNN.  INTERVIEWEE  VII  reported  that  he  observed 
COLLATERAL  L  standing  up  with  his  hand  in  the  air.  INTERVIEWEE  VII  denied  that  he 
observed  COLLATERAL  L  strike  CLIENT  I. 
(SOURCE:  DMH  Interview  with  INTERVIEWEE  VII) 
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In  a  DPPC  interview,  INTERVIEWEE  VII  reported  that  he  left  the  unit  with  INTERVIEWEE  XV 
as  previously  reported.  However,  INTERVIEWEE  VII's  report  of  events  changed  significantly  as 
he  reported  to  the  DPPC  Investigator  that  when  he  and  INTERVIEWEE  XV  returned,  he  was 
behind  INTERVIEWEE  XV  and  he  stayed  behind  to  "lock  the  door."  INTERVIEWEE  VII 
reported  that  when  he  arrived  the  "patient  was  already  restrained."  (This  conflicts  with 
INTERVIEWEE  VII's  earlier  statement  to  the  DMH  Investigator  that  he  took  over  for 
COLLATERAL  NNN.  It  also  conflicts  with  CLIENT  I's  account  that  REDACTED  kneeled  on 
one  of  his  arms  and  left  a  bruise.  INTERVIEWEE  VH  REDACTED  and  REDACTED  involved  in 
the  restraint.) 

INTERVIEWEE  VII  reported  that  he  "didn't  see  a  thing  like  that  happen"  when  asked  about  the 
assault.  INTERVIEWEE  VII  also  reported  that  he  "didn't  help  move  him  [CLIENT  I]"  from  the 
hall  to  the  Restraint  Room.  "    (SOURCE:  DPPC  Interview  with  INTERVIEWEE  VII) 

INTERVIEWEE  XV  reported  that  he  did  not  remember  the  actions  of  INTERVIEWEE  VII 
during  the  restraint.  (DPPC  Interview  with  INTERVIEWEE  XV) 

COLLATERAL  DDDD  stated  that  he  arrived  after  the  second  restraint  was  complete  and 
CLIENT  I  was  on  the  floor  with  a  "dozen  people  there  at  that  time."  COLLATERAL  DDDD 
denied  observing  any  inappropriate  actions  by  any  staff  while  on  the  Unit.  COLLATERAL  DDDD 
stated  that  he  helped  transport  CLIENT  I  into  the  Restraint  Room.  COLLATERAL  DDDD  told 
Investigator  Pickett  that  CLIENT  I  was  not  struggling  and  they  "just  moved  him  into  the  four  point 
room."  COLLATERAL  DDDD  told  Investigator  Pickett  that  he  observed  "rug  burns"  on  CLIENT 
I.  COLLATERAL  DDDD  reported  that  "When  I  put  him  on  the  bed  I  asked  him  how  he  was.  He 
said,  'Someone  hit  me.'"  COLLATERAL  DDDD  reported  to  Investigator  Pickett  that  CLIENT  I 
"didn't  look  punched"  and  that  he  thought  the  marks  were  rug  burns.  (DMH  Interview  with 
COLLATERAL  DDDD) 

4.  Third  Restraint  and  Subsequent  Events 

CLIENT  I  gave  the  following  account  at  a  DMH  Show  Cause  Hearing  in  September,  1994: 
So  then,  I  was  put  face  down  in  the  bed,  where  I  had  a  nose  bleed  and  I  was  bleeding  out  of 
my  nose  and  I  was  choking  on  my  blood.  I  was  trying  to  swallow  it,  because  I  couldn't 
breathe,  so  I  swallowed  the  blood.  Then  they  came  in,  Kermit  Brown  and  Mark 
Signore . .  .They  said  uncuffhim.  So  they  uncuffed  me  from  the  bed  and  Vinnie...Vin  .... 
something,  came  over  with  an  ashtray  and  gave  me  a  cigarette.  This  was  in  the  restraint  room 
and  I  was  sitting  up  in  the  bed,  smoking  a  cigarette  and  Sheila  [Mall]  was  cleaning  my  face 
off... .the  blood  off  my  face  with  alcohol  and  an  alcohol  swab.  They  said  everything  is  going  to 
be  all  right,  everything's  gonna  be  all  right.  And  they  were  taking  photographs  of  my  face  and 
everything.  They  left  the  room,  momentarily,  and  when  they  left  the  room  one  of  the  staff  came 
running  in  and  grabbed  me  and  slammed  me  down  on  the  bed  and  re-cuffed  me.  Sheila  came 
in  and  said  "What  the  hell  are  you  doing  ?  He  is  not  supposed  to  be  strapped  down. "  So  she 
unstrapped  me.  There  was  a  lot  of  staff  people  there.  There... were  over  ten.  1  got  sick  and  I ^ 
started  throwing  up  blood.  They  were  like  laughing  at  me  saying:  'Ha  ha  he's  throwing  up. ' 
And  they  were  laughing  at  me.  And  I  was  throwing  up  blood,  "cause  I  had  to  swallow  the 
blood  out  of  my  nose,  because  I  was  choking  on  it. " 

According  to  a  Restraint  and  Seclusion  Order  completed  on  August  12,  1993,  by  loan 
Schonbeck,  R.N.,  and  signed  by  Kamalika  Weeratne,  M.D.,  CLIENT  I  was  retained  in  four  point 
restraints  for  fifty  minutes,  after  which  he  was  released  to  use  the  bathroom  and  he  remained  in 
control.  CLIENT  I  reported  that,  following  the  restraint,  COLLATERAL  S  refused  to  give  him  a 
cigarette  and  stated  to  him,  "I'm  not  giving  you  a  cigarette.  You  were  told  not  to  say  anything  to 
anybody  about  what  happened."  (SOURCE:  DPPC  Interview  with  CLIENT  I) 
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COLLATERAL  HHHH  reported  that  once  CLIENT  I  was  in  the  Restraint  Room,  she 
completed  an  "immediate  assessment"  and  that  the  patient's  "ruddy  color"  was  indicative  of  a 
"struggle. "   (DMH  Interview  with  COLLATERAL  HHHH,  August  24,  1993) 

Once  on  the  restraint  bed,  my  assessment  of  the  patient  {#!)  included  visualizing  a  lump  and 
superficial  abrasions  on  his  forehead.  His  skin  color  was  flushed 

While  assessing  the  patient  {#1),  which  included  a  verbal  assessment,  he  never  spoke  of 
sustaining  any  injury  by  a  staff  person.  Using  foul  terminology,  patient  #1,  spoke  in  angry 
tones  —  addressing  staff  in  general  and  myself  for  the  physical  restraint. 
(SOURCE:  Letter  of  Appeal  to  Area  Director  Kirousis  from  COLLATERAL  HHHH,  June  16,  1994) 

In  a  Progress  Note  dated  August  12,  1993,  COLLATERAL  HHHH  wrote: 

Pt  was  placed  face  down  on  restraint  bed  &  held  by  staff  until  leather  restraints  in  place. 

Injuries  observed  when  pt  in  restraint  bed  few  mild  lacerations  to  forehead  and  lump  on  Left 
forehead. 

When  pt  observed  in  Day  Hall  previously  seen  with  black  rimmed  cap  on  shielding 
considerable  portion  of  forehead.  As  Dr.  Weeratne  examined  pt  -  pt  heard  by  writer  telling  MD 
COLLA  TERAL  NNN  hit  me.    (Progress  Note  by  COLLATERAL  HHHH  dated  8/12/93) 

In  R  &  S  noted  to  have REDACTED area  left  forehead  unknown  when  or  how 

injury  sustained... Unknown  to  writer  pre  cipitants  to  occurrence  ....  (IRby  COLLATERAL  HHHH 
dated  8/11/93) 

INTERVIEWEE  VI,  in  a  statement  concerning  the  events  of  August  12,  1993,  wrote  that  15 
minutes  after  COLLATERAL  L  was  removed  from  the  Unit,  she... 

went  to  assess  pt.  CLIENT  I-  and  observed  that  he  had  REDACTED  area  &  one  REDATED  on 
the  frontal  area  of  his  head.  Without  my  asking  pt.  volunteered  "I  kicked  COLLATERAL  NNN 
and  he  punched  me  in  the  head  many  times  and  I  want  something  done  to  him, " 

I  did  not  observe  pt  on  his  arrival  on  the  Unit  and  am  not  sure,  when  or  where  he  sustained 
injuries.  (Written  Statement  by  INTERVIEWEE  VI,  August  12,  1993) 

Kamalika  Weeratne,  M.D.,  also  came  to  the  unit  following  the  restraints  to  assess  CLIENT  I 
and  his  injuries.  The  IR  completed  by  COLLATERAL  HHHH  and  incorrectly  dated  8/1 1/93,  cited 
above,  was  signed  by  Kamalika  Weeratne,  M.D.  on  August  12,  1993. 

In  a  Consultation/Referral  Form,  completed  on  August  12,  1993,  by  Kamalika  Weeratne,  M.D.. 
CLIENT  I  was  referred  to  the  Emergency  Room  at  the  University  of  Massachusetts  Medical 
Center.  Dr.  Weeratne  wrote: 


REDACTED. 
REDACTED. 
REDACTED. 
REDACTED. 


After  CLIENT  I  was  in  restraints  Director  Potter  reported  that  several  staff  went  to  the  team  room 
to  discuss  the  incident.  Director  Potter  reported  he  wanted  to  know  where  CLIENT  JJI  was  and  if 
he  was  safe.  He  reported  that  at  this  point  he  heard  that  COLLATERAL  L  had  been  arrested. 
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Director  Potter  reported  thinking  that  "this  is  really  going  to  balloon"  and  that  he  called  Rae 
O'Leary's  office  and  also  spoke  with  Acting  Area  Director,  Eleanor  Sullivan.  Director  Potter 
reported  that  Area  Director  Sullivan  asked  him  what  he  needed  and  he  replied,  "Probably  Rick 
Pickett."  Director  Potter  reported  that  he  previously  had  been  an  adjunct  investigator  for  DMH  for 
eight  years.  He  reported  that  he  asked  for  written  statements  from  all  participants.  (SOURCE:  DPPC 
Interview  with  David  Potter,  Unit  Director) 

DMH  Investigator  Richard  Pickett  reported  in  a  DPPC  interview  that  he  investigated  the 
events  of  August  12,  1993.  He  stated  that  he  was  beeped  by  Acting  Director  Sullivan  and  went  to 
Hennessy  2 A.  By  the  time  he  arrived,  COLLATERAL  L  was  already  gone.  He  reported  that  he 
observed  CLIENT  I  in  four  point  restraint  and  that  it  was  "obvious  that  he  was  hurt."  (SOURCE: 
DPPC  Interview  with  Richard  Pickett,  DMH  Investigator) 

In  an  Office  of  Internal  Affairs  Incident  Report,  Investigator  Pickett  wrote: 

Client  was  returned  to  locked  unit  and  became  violent-striking  out  and  kicking  staff.  In  the 
process  of  being  escorted  to  quiet  room  and  being  put  in  4-point  restraint,  REDACTED  alleges 
MHW,  COLLATERAL  L  punched  CLIENT  I.    (Office  of  Internal  Affairs  -  Incident  Report  by  R. 
Pickett,  DMH  Investigator  8/12/93,  12:30  p.m.) 

In  an  Investigation  Report  dated  February  22,  1994,  Mr.  Pickett  wrote: 

Immediately  following  the  incident,  this  investigator  was  paged  by  Ms.  Sullivan,  then  Acting 
Area  Director,  and  was  requested  to  conduct  a  visual  review  of  the  situation.  Upon  entering  the 
unit,  I  was  directed  by  the  Human  Rights  Officer,  Kermit  Brown,  to  the  Restraint  Room... I 
questioned  CLIENT  I  as  to  his  condition,  while  visually  noting  abrasions,  swelling,  and 
bruising,  to  the  facial  area.  At  that  time,  CLIENT  I  informed  me  that  COLLATERAL  NNN 
was  the  person  who  beat  him  up.  I  requested  of  the  Westborough  State  Hospital  Campus 
Security  that  pictures  of  CLIENT  I  be  taken. . .   (DMH  Investigation  by  R.  Pickett,  February  22,  1994) 

In  a  19C  Investigation  Report  dated  October  6,  1993,  concerning  the  events  of  August  12,  1993, 

Investigator  Pickett  wrote: 

The  victim,  CLIENT  I,  was  observed  by  this  investigator  immediately  following  the  incident. 
At  that  time  swelling  and  discoloration  to  the  facial  area  was  quite  obvious.  There  existed  some 
amounts  of  blood  however  these  would  be  categorized  as  abrasions  not  lacerations. 

On  the  following  day  the  victim  was  again  observed  by  this  investigator  and  at  this  time  several 
large  bruises  were  observed.  Both  eyes  were  blackened,  there  existed  bruises  to  the  temple 
areas  and  forehead  In  further  examining  the  victim  several  lumps  were  found  on  the  rear  and 
sides  of  the  head  in  the  hair  areas.    (19C  Investigation,  October  6, 1993,  by  DMH  Investigator  R. 
Pickett) 

According  to  WBSH  records,  C.P.O.  Chief  Cayford  took  photographs  of  CLIENT  I  injuries 
on  August  12,  1993.  Later  that  day  HRO  Kermit  Brown  also  took  photographs  of  CLIENT  I. 

INTERVIEWEE  XV  reported  that  he  took  COLLATERAL  L  into  an  unoccupied  room  and 
arrested  him.  INTERVIEWEE  XV  reported  that  COLLATERAL  L  was  "compliant"  and  voiced  no 
objection  to  the  arrest.  INTERVIEWEE  XV  reported  that  RN  Carole  Jones  confronted  him  saying. 
"You  can't  do  this."  and  "Take  those  handcuffs  off,  he  didn't  do  this." 

INTEVIEWEE  XV  reported  that  DMH  Investigator  Richard  Pickett  came  on  the  Unit  as  they  were 
leaving.   (SOURCE:  DPPC  Interview  with  INTERVIEWEE  XV) 

An  Incident  Report  filed  by  DMH  Investigator  Pickett,  dated  and  timed  August  12,  1993,  12:30 
p.m.,  stated:  Security  Officer  arrested  MHW  and  took  him  to  court..  Client  was  transported  to 
U mass  for  medical  attention  because  of  REDACTED. 
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On  August  12,  1993,  at  1:00  p.m.  COLLATERAL  HHHH,  wrote  and  signed  an  Incident  Report 
which  contained  the  following  allegations: 

Improper  &  disturbing  arrest  by  security  of  a  staff  member,  who  allegedly  used  improper  force 
on  a  pt..  All  handcuffing  has  been  done  principaly  [sic]  in  front  of  unit  door  to  avoid 
increasing  the  paranoia  &  unsafe  feeling  &  trust  in  our  staff  Sept's.  No  Court  or  Police  officer 
has  had  any  problems  with  this  procedure.  Why  did  ..RED ACTED.,  violate  orpts? 

.  Pt.  abuse  line  notified 

COLLATERAL  HHHH  reported  that  she  observed  a  security  guard  arresting  COLLATERAL  L. 
At  that  point,  she  went  to  speak  with  Carole  Jones  ,  RN  Supervisor.  COLLATERAL  HHHH 
stated  that  she  asked  COLLATERAL  L  if  he  had  hurt  the  patient  and  COLLATERAL  L  replied, 
"No."   (DMH  Interview  with  COLLATERAL  HHHH,  August  24,  1993) 

RN  IV  Carole  Jones  documented  the  following: 

/  went  in  staff  break  room  a  few  minutes  later  and  observed  two  Campus  Security  Guards 
with  employee  COLLATERAL  L.  At  closer  observation  I  noticed  said  employee's 
(COLLATERAL  L)  hands  handcuffed  behind  his  back.  I  questioned  the  guards  as  to  what 
was  going  on,  to  which,  ...REDACTED...  dressed  in  blue  stated  "I  am  arresting  him. "   I 
inquired  as  to  why,  to  which  the  [unintelligible]  officer  replied  7  will  talk  to  you  later. '  Both 
guards  then  took  the  employee  off  the  Unit.  (Written  Statement  by  Carole  Jones,  RN  IV,  August  12, 
1993) 

When  asked  if  she  told  INTERVIEWEE  XV  that  COLLATERAL  L  had  not  assaulted  CLIENT  I, 
RN  Jones  reported  she  had.  RN  Jones  further  stated  that  she  felt  that  the  handcuffing  of 
COLLATERAL  L  was  "embarrassing  for  the  patients."  RN  Jones  reported  that  David  Potter,  Unit 
Director,  asked  all  persons  on  the  Unit  during  the  restraints  to  write  a  statement  "right  away"  and 
she  complied.   (DPPC  Interview  with  Carole  Jones,  R.N.) 

DMH  Investigation  reports  indicated  that  COLLATERAL  L  ...  REDACTED  on  August 
REDACTED,  by  Eleanor  Sullivan,  Area  Director.  They  also  indicated  that  COLLATERAL  L 

REDACTED ".    They  further  indicated  that  CLIENT  I 

" REDACTED 

REDACTED " 

COLLATERAL  MM  stated  that  he  returned  to  Hennessy  3B  immediately  and  did  not  observe 
COLLATERAL  L  being  arrested.  COLLATERAL  MM  stated  that  he  contributed  to 
COLLATERAL  L's  bail  fund.   (DMH  Interview  with  COLLATERAL  MM,  September  16,  1993) 

When  asked  during  a  DMH  Show  Cause  Hearing  if  he  contributed  to  COLLATERAL  L's  bail 
fund,  COLLATERAL  MM  did  not  answer  after  the  Union  objected  and  Hearing  Officer  Keith 
Moore  upheld  the  objection.  (DMH  Show  Cause  Hearing,  Statement  by  COLLATERAL  MM,  MHW, 
September  27,  1994) 

INTERVIEWEE  VII  reported  that  he  had  no  discussions  about  the  events  after  the  arrest  of 
COLLATERAL  L.  INTERVIEWEE  VII  reported  that  he  "didn't  talk  about  it"  and  that  he  "went 
back  to  my  duty."  (SOURCE:  DPPC  Interview  with  INTERVIEWEE  VII) 

COLLATERAL  HHHH  reported  during  DMH  interview  that  she  "never  contributed  money  to  the 
"COLLATERAL  L  Fund"  and  that  she  had  a  "limited  social  relationship"  with  COLLATERAL  L. 
(SOURCE:  DMH  Interview  with  COLLATERAL  HHHH,  November  17,  1993) 
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COLLATERAL  L  was REDACTED REDACTED.,  on  August  12,  1993,  at  the  Worcester 

District  Court.  According  to  Court  documents,  COLLATERAL  HHHH  REDACTED 
COLLATERAL  L's  ...REDACTED 

In  a  Letter  of  Appeal  to  Area  Director  Kirousis,  COLLATERAL  HHHH  wrote  that, 
I  was  perplexed  by  the  investigator  delving  into  my  personal  life,  with  his  line  of  questioning.  I 
did  not  believe  this  to  be  relevant  and  therefore  stated  a  'limited  social  relationship'  —  clarifying 
we  went  out  to  dinner,  etc.  Also  that  I  knew  COLLATERAL  Lfrom  working  at  WBSH.  Mr. 
Pickett  then  asked  me  if  I  contributed  to  the  collection,  amongst  staff,  for  COLLATERAL  L.  My 
response  was  no.  That  was  the  only  question  Mr.  Pickett  asked  me  relating  to  money. 
(Letter  REDACTED  to  Area  Director  Kirousis  from  COLLATERAL  HHHH,  June  16,  1994) 

DMH  Investigator  Pickett  reported  in  his  investigation  that  COLLATERAL  HHHH  REDACTED 
COLLATERAL  L's  ...REDACTED.... 

According  to  a  Progress  Note  from  CLIENT  l's  WBSH  Medical  Records,  dated  August  13,  1993, 

8-9  a.m.  and  signed  by  COLLATERAL  HH,  " REDACTED REDACTED 

REDACTED REDACTED REDACTED REDACTED 

REDACTED REDACTED REDACTED REDACTED 

REDACTED" 

According  to  a  Progress  Note  from  CLIENT  l's  WBSH  Medical  Records  and  signed  by  Kamalika 
Weeratne,  M.D.,   "   REDACTED REDACTED REDACTED 


According  to  a  Progress  Note  from  CLIENT  l's  WBSH  Medical  Records  and  signed  by  Walter 

Grace,  RN,  dated  8/13/93,  3-11  [shift],  " RED  ACTED  „„„„RED  ACTED REDACTED 

REDACTED REDACTED RED  AC  TED REDACTED 

REDACTED." 

According  to  a  Progress  Note  entry  dated  8/14/93,  " REDACTED REDACTED 

REDACTED REDACTED REDACTED REDACTED 

REDACTED." 


According  to  an  unsigned  Medical  Note  from  CLIENT  Is  WBSH  Medical  Records  dated  8/16/93, 

" REDACTED REDACTED REDACTED REDACTED 

REDACTED REDACTED REDACTED REDACTED 

REDACTED." 

A  Day  of  Discharge  Referral  Form,  dated  August  17,  1993,  and  signed  by  Dr.  Dumont,  M.D.  and 
H.  Tanenholtz,  LICSW,  contained  the  following  relevant  information: 


REDACTED REDACTED REDACTED REDACTED 

.REDACTED REDACTED REDACTED REDACTED 


On  December  30,  1993, REDACTED against  COLLATERAL  L,  arising  out  of  the  events 

of  August  12,  1993,  were  dismissed.  According  to  Court  Records  in  a  Decision  signed  by  Justice 
Austin  T.  Philbin  in  Docket  #9362JC2047,  the  charges  were  dismissed  on  motion  of  Defense 
Counsel  due  to,  "The  failure  to  present  report  to  defense  counsel  since  August  13,  1993  and  pre- 
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trial  November  17,  1993,  December  2,  1993  and  December  28,  1993.  Case  dismissed  without 
prejudice  and  ask  that  no  further  action  be  taken  without  the  allowance  of  a  judge." 

In  an  interview  with  this  Investigator,  Assistant  District  Attorney  Donald  Zenos  reported  that  he 
represented  the  Commonwealth  in  the  prosecution  of  COLLATERAL  L  and  that  the  charges 
against  COLLATERAL  L  were  dismissed  because  of  a  "discovery  problem".  He  further  reported 
that  "Westborough  State  Hospital  would  not  release  their  report  to  the  Court"  and  as  a  result  the 
judge  made  a  decision  to  dismiss  the  charges.  ADA  Zenos  further  reported  that  the  "law  requires  all 
State  Agencies  to  release  documents  in  discovery  process,  especially  since  the  investigator  was  not 
the  arresting  officer"  and  that  WBSH  "would  not  release  them. 

In  an  interview  with  this  Investigator,  Assistant  District  Attorney  William  George  reported  that  he 
was  Donald  Zenos'  supervisor  in  December,  1993.  According  to  ADA  George  the  charges  "can  be 
reinstated  on  a  motion  to  the  court."  ADA  George  reported  that,  if  WBSH  furnished  the  requested 
information,  the  charges  could  be  reinstated. 

In  an  interview  with  this  Investigator,  Richard  Pickett  n,  when  asked  about  the  dismissal  of  the 
charges  against  COLLATERAL  L,  stated  that  "there  is  no  truth"  to  the  assertion  that  DMH/WBSH 
did  not  release  the  requested  documents. 

In  an  interview  with  Steven  Scheibel,  Chief  Operating  Officer  at  WBSH,  Mr.  Scheibel,  when 
asked  why  COLLATERAL  L  wasn't  prosecuted,  stated  that  "determination  was  made  by  the 
District  Attorney."  Mr.  Scheibel  further  reported  that  he  had  followed  up  the  dismissal  "some 
months  ago"  and  that  the  District  Attorney  had  declined  to  prosecute.  Mr.  Scheibel  stated  that  the 
case  had  been  put  into  a  "standby  status"  waiting  to  see  if  there  was  sufficient  information  to 
reopen  the  case.  Mr.  Scheibel  further  reported  that  Joanne  Moses,  WBSH  Legal  Counsel,  was  "in 
contact  with  the  district  attorney"  about  the  situation.  Mr.  Scheibel  denied  that  WBSH  had  ever 
received  a  request  from  the  District  Attorney's  office  for  any  records  or  information. 

Theodore  Kirousis,  Area  Director  for  DMH  Metro  West,  in  an  interview  with  this  Investigator 
reported  that  Joanne  Moses,  attorney  for  WBSH  had  recommended  that  no  attempt  be  made  by 
DMH/WBSH  to  reinstate  the  assault  charges  against  COLLATERAL  L.  He  reported  that  her 
reasons  were: 

1.  The  District  Attorney's  Office  should  be  the  moving  party. 

2 .  The  length  of  time  since  the  assault 

3 .  The  delay  in  the  DMH  Investigation  Report  and  the  disciplinary  hearings. 

4 .  The  weak  presentation  of  the  witnesses  for  the  Hospital. 

5 .  The  number  of  staff  members  willing  to  testify  on  behalf  of  COLLATERAL  L. 

6 .  No  proper  police  investigation  was  conducted. 

7 .  The  unusual  order  of  the  judge  in  dismissing  the  charges. 

Mr.  Kirousis  reported  he  became  Area  Director  in  November,  1993,  after  the  assault  on  CLIENT  I 
by  COLLATERAL  L.  Mr.  Kirousis  reported  that  he  wrote  a  Decision  and  Action  Letter  concerning 
the  DMH  Investigation  of  the  events  of  August  12,  1993.  Mr.  Kirousis  was  unable  to  report 
exactly  why  the  charges  were  dropped  against  COLLATERAL  L. 

COLLATERAL  L  refused  to  allow  DMH  Investigator  Richard  Pickett  to  interview  him  "on  the 
advice  of  his  lawyer".  This  Investigator  was  unable  to  locate  COLLATERAL  L.  A  letter  sent  to 
COLLATERAL  L's  last  known  address,  which  is  also  COLLATERAL  HHHH'S  address,  was 
returned,  "Moved,  left  no  forwarding". 
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C.     DMH  Investigation  Reports 

On  October  6,  1993,  Richard  Pickett  completed  M.G.L.  Q.19C  Investigation  Reports  for  DPPC_ 
Case  #'s  10692  &  10701  and  submitted  them  to  the  DPPC.  Included  in  those  reports  was  the 
following  information  in  part: 

2.  Allegation: 

It  is  alleged  that  on  August  12,  1993,  the  victim,  CLIENT  I  was  physically  abused  while  in 

restraint. 

[DPPC #10692] 

Synopsis  of  Findings: 

The  allegation  is  supported  by  reasonable  cause  in  substantiating  the  allegations  as  reported 
i.e.:  eye  witness,  subsequent  arrest,  photographs  taken  at  the  time  of  the  incident,  and 
immediate  observations  of  the  victim. 

In  addition,  DPPC  Report  #  10701  included  the  following: 

It  would  be  difficult  to  except  [sic]  that  some  form  of  emotional  abuse  was  not  experienced  as  a 
result  of  the  physical  abuse  inflicted  at  the  time  of  the  incident. 

On  February  22,  1994,  Richard  J.  Pickett,  II,  Investigator  for  the  Office  of  Internal  Affairs,  DMH, 
filed  an  Investigation  Report  for  Log  #04-WBSH-93-246-A,  B,  C  and  D.  Included  in  that  report 
was  the  following  information: 

The  complaint,  #04-WBSH-93-246,   was  originally  written  by  INTERVIEWEE  XIV,  from 
..REDACTED  ..  on  behalf  of  CLIENT  I. ..REDACTED. ..filed  a  second  complaint .. 
REDACTED..  The  complaints  were  filed  under  the  same  case  number  and  are  listed  as 
Complaint  A  and  Complaint  B... 

...Two  additional  complaints  were  filed  with  the  Disabled  Persons  Protection  Commission  by 

REDACTED These  two  (2)  complaints  represent  parts  C 

and  D  of  the  original  complaint. 

Among  his  conclusions,  Investigator  Pickett  wrote: 

3.  In  ordering  that  CLIENT  I  and  CLIENT  III  be  placed  in  the  Quiet  Room  and  Restraint 
Room  respectively,  COLLATERAL  HHHH  did  in  fact  initiate  and  authorize  formal- 
Seclusions.  No  Restrain  and  Seclusion  forms  were  filed  concerning  these  two  (2)  Seclusions 
as  required  by  the  Westborough  State  Hospital  Policy  titled,  Restraint  and  Seclusion; 

4.  While  on  the  2A  Unit  prior  to  evaluation,  CLIENT  T  s  behavior  did  escalate  to  a  violent 
stage,  as  evidenced  by  the  assault  to  staff  and  the  serious  injury  to,  at  least  one  (1)  staff 
member,  requiring  two  (2)  separate  physical  restraints  and  a  subsequent  four  (4)  point 
mechanical  restraint; 

5.  Following  the  first  of  the  two  restraints  visual  observations  of  the  client  by  participating  staff 
members  did  not  reveal  injury  to  the  client; 

6.  Injuries  to  CLIENT  I  were  sustained  during  the  second  restraint  and  were  observed  to 

include    REDACTED REDACTED 

REDACTED REDACTED 

27 


7.  During  the  second  physical  restraint,  INTERVIEWEE  XV  ...REDACTED...  did  witness^ 
COLLATERAL  L,  punching  CLIENT  I  several  times  in  the  facial  and  head  area.  He 
additionally  witnessed  COLLATERAL  L  use  a  twisting  technique  to  the  client's  head; 

8.  Those  injuries,  in  part,  sustained  by  CLIENT  I  during  the  two  restraints  were  a  direct  result 
of  the  physical  assault  against  him  by  COLLATERAL  L; 

9.  COLLATERAL  HHHH,. REDACTED.,  was  present  on  the  unit  during  the  alleged  physical 
abuse  on  August  12,  1993.  COLLATERAL  HHHHfailed  however,  to  observe  those  actions 
by  COLLATERAL  L  that  resulted  in  the  injuries  sustained  by  CLIENT  I  during  the  Restraint 
and  Seclusion  exercises  carried  out  that  day; 

10.  All  other  staff  members,  be  they  either  observers  to,  or  participants  in,  the  altercation, 
failed  to  observe  inappropriate  actions  by  COLLATERAL  L  or  by  any  other  staff  person 
involved  in  the  physical  restraints; 


D.     Subsequent  DMH  Actions  And  Decisions 

DMH  Decision  and  Action  Letter 

In  a  Decision  and  Action  Letter  concerning  Complaint  Log  #04/WBSH/93/246  A,  B,  C,  &  D 
which  was  dated,  June  3,  1994,  Theodore  E.  Kirousis,  Area  Director,  made  decisions  and 
required  actions  as  a  result  of  the  DMH  Investigation  Report.  Included  in  that  letter  was  the 
following  important  information: 

/  have  decided  to  accept  the  investigation  report  of  the  above  referenced  complaint.  The 
preponderance  of  the  evidence  collected  during  the  course  of  the  investigation,  through  both 
review  of  documents  and  interviews  with  involved  parties,  substantiates  the  allegations 
contained. . . 

The  investigation  report  under  104  CMR  24.00  finds  as  follows: 

4.  Upon  their  return  to  Chauncy  Hall,  Dr.  Dumont  decided  to  arrange  an  emergency  transfer 
of  both  patients  to  Hennessy  2Afor  evaluation.  With  the  assistance  of  the  Campus  Police 
and  the  Westborough  Police,  the  transfer  occurred  without  incident. 

5.  The  Hennessy  2A  nursing  staff  did  not  expect  the  emergency  transfer  of  the  two  patients. 
Therefore,  they  did  not  have  adequate  time  to  prepare  for  meeting  the  treatment  needs  of 
two  highly  intoxicated  individuals,  newly  arrived  on  the  ward.  The  Rules  and  Regulations 
of  the  Professional  Staff  assign  clinical  responsibility  for  an  emergency  transfer  to  the 
sending  team  until  such  time  as  the  treatment  issues  are  thoroughly  discussed  and 
understood  by  the  receiving  team. 

6.  Elaine  Woods,  RN...was  responsible  for  notifying  the  receiving  team  in  Hennessy  2A  of 
the  impending  transfers.  She  stated  she  attempted  to  call  and  to  page  COLLATERAL 
HHHH,  ....REDACTED. ..,but  to  no  avail. 

7.  COLLATERAL  HHHH  learned  that  the  patients  were  on  the  ward,  after  their  arrival  and 
assignment  to  the  Day  Hall. 
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8 .  COLLATERAL  HHHH  directed  COLLA TERAL  NNN  to  place  Patient  #/  (the  patient  on 
whose  behalf  the  complaint  was  filed  [CLIENT  I]  in  the  Quiet  Room  and  the  other  patient 
in  the  Restraint  Room. 

9.  COLLATERAL  NNN  was  assigned  to  stand  outside  the  Quiet  Room  and  to  monitor  Patient 
#1  on  a  1:1  basis.  When  Patient  #1  attempted  to  leave  the  Quiet  Room  to  smoke, 
COLLATERAL  NNN  blocked  his  exit.  Patient  #7  then  assaulted  COLLATERAL  NNN, 
causing  injury  to  COLLATERAL  NNN's  stomach  and  shoulder. 

11.  The  behavior  of  Patient  #7  escalated  to  the  extent  that  staff  announced  two  'green  alerts'  in 
an  effort  to  control  his  violence.  Two  separate  physical  restraints  were  performed,  followed 
by  a  four  point  mechanical  restraint. 

12.  The  first  physical  restraint  was  performed  by  staff  without  injury  to  Patient  #1. 

14.  During  the  second  physical  restraint,  the  patient  sustained  injuries  to  his  face  and  head  as 
evidenced  by  photographs,  reports  of  witnesses,  Dr.  Weeratne  's  order  for  medical 
evaluation  of  the  patient  at  UMMCfor  REDACTED',  and  Emergency  Department  records 
of  UMMC. 

1 5.  INTERVIEWEE  XV  reported  having  witnessed  COLLATERAL  L  punch  Patient  #1  in  the 
head  five  or  six  times  and  use  a  head  twisting  technique  with  great  force  during  the  second 
physical  restraint. 

16.  When  interviewed  by  the  investigator,  Patient  #7  verified  INTERVIEWEE  XVs  report  that 
he  had  been  punched  in  the  head  by  COLLATERAL  L  during  the  second  restraint. 

17.  INTERVIEWEE  XV  reported  that  COLLATERAL  HHH  ...RED ACTED.. .was 
REDACTED 

..during  the  second  restraint  and  that  he  was  able  to  see  COLLATERAL  L  punching  patient 
#1  from  that  vantage  point.  INTERVIEWEE  XV  then  intervened,  stopping  the  abuse. 

1 8.  After  Patient  #1  was  safely  in  mechanical  restraints,  INTERVIEWEE  XV  stated  he 
conferred  with  Wayne  Cay  ford,  Chief  of  Campus  Police,  and  subsequently  arrested 
COLLATERAL  L  on  charges  of  assault. 

1 9 REDACTED. ..were  present  during  and/or  participated  in  the  restraint  of  Patient  #7. 

None  admitted  to  having  observed  COLLATERAL  L  engage  in  abusive  practices. 

20.  Upon  the  advice  of  his  attorney,  COLLATERAL  L  refused  to  be  interviewed  by  the 
investigator. 

21.  COLLATERAL  HHHH  admitted  ...REDACTED... COLLATERAL  L,  but  she  denied 

REDACTED...  The  Investigator  later  learned  that  COLLATERAL  HHH  had 
REDACTED    COLLATERAL  L's  ...REDACTED... 

22.  The  investigator  found  that  loan  Schonbeck,  R.N.  Ill,  who  had  not  been  present  prior  to 
or  during  the  mechanical  restraint,  filed  the  required  Restraint  and  Seclusion  Form  for  the 
mechanical  [restraint],  not  COLLATERAL  HHHH  who  had  ...REDACTED.. 
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ANALYSIS  OF  THE  FINDINGS 

COLLATERAL  L  committed  patient  abuse  and  possibly  assault  and  battery  by  punching 
Patient  #1  during  the  process  of  restraining  him.  COLLATERAL  L  was  arrested  appropriately 
for  this  action  and  is  facing  legal  charges. 

...REDACTED,  COLLATERAL  HHHH  failed  to  supervise  MHW  staff  adequately,  to  perform 
as  a  role  model  for  MHW  and  nursing  staff,  and  to  carry  out  her  obligation  to  protect  a  patient 
in  her  care  from  abuse. 

COLLATERAL  HHHH,  COLLATERAL  DDDD,  COLLATERAL  MM,  INTERVIEWEE  V, 
COLLATERAL  HH,  INTERVIEWEE  III,  COLLATERAL  AAAA,  COLLATERAL  MM, 
INTERVIEWEE  VII,  and  INTERVIEWEE  XV  either  participated  in  or  observed  the  restraint. 
INTERVIEWEE XV reported  COLLATERAL  L's  abuse  of  Patient.  #1  through  appropriate 
channels.  The  other  staff  failed  to  report  observation  of  patient  abuse  as  required  by  Hospital 
Policy  and  Procedure  and  State  Statute  and  failed  to  testify  fully  regarding  their  observations. 
This  is  a  most  serious  and  flagrant  violation  of  essential  staff  mandate  under  regulation. 

COLLATERAL  HHHH  ...RED ACTED.... Seclusion  when  she  assigned  staff  to  take  Patient 
#7  to  the  Quiet  Room  and  to  take  the  other  patient  to  the  Restraint  Room. 

ACTIONS: 

a)  Proceedings  are  to  begin  at  once  for  the  permanent  termination  of  employment  for 
COLLATERAL  L  for  flagrant  patient  abuse. 

b)  Disciplinary  action  is  to  be  taken  against  COLLATERAL  HHHH  who  failed  to  earn'  out  her 
responsibilities  ..REDACTED and  to  adhere  to  professional  ethics. 

c)  Disciplinary  action  is  to  be  taken  against  those  identified  above  who  witnessed  abuse  but 
failed  to  report  it  or  to  testify  about  it  during  the  investigation. 

e)  The  Chief  Operating  Officer  of  the  Hospital,  Mr.  Scheibel,  shall  undertake  a  comprehensive 
management  review  of  the  adequacy  of  supervision  and  reporting  relationships  in  Hennessy 
2 A  and  effect  all  interventions  necessary  to  ensure  appropriate  adequate  staff  responsibility  and 
accountability  on  the  unit.  Mr.  Scheibel  will  submit  a  formal  report  to  me  within  30  days 
detailing  all  actions  which  have  occurred  since  the  time  of  the  incident  to  correct  deficiencies. 

On  October  REDACTED,  Steven  Scheibel,  C.O.O.  of  WBSH,  wrote  to  COLLATERAL  L. 
Included  in  that  letter  was  the  following  information: 

REDACTED 

REDACTED 

REDACTED 


.REDACTED. 
REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
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.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 
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.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
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.REDACTED. 
.REDACTED. 

.REDACTED. 
REDACTED. 

REDACTED. 
.REDACTED. 


Appeal  on  behalf  of  Alleged  Victim 

In  an  appeal  letter  dated  November  7,  1994,  which  was  addressed  to  Deputy  Director  of 
DMH  Valerie  Fletcher,  CLIENT  I,  through  REDACTED,  completed  an  appeal  of  portions  of  the 
investigation  report  completed  by  Investigator  Pickett.  Included  in  that  appeal  was  the  following 
relevant  information: 

We  are  appealing  the  Area  Director's  decision  letter  and  the  Investigation  Report  as  they  fail  to 
appropriately  discipline  many  of  the  staff  and  fail  to  investigate  many  serious  abuse-related 
issues  contained  in  the  abuse  Complaint. 

All  staff  who  were  present  when  CLIENT  I  was  repeatedly  punched  are  abusers,  pursuant  to 
statutory  definition.  At  least  eight  persons  identified  by  the  Area  Director's  decision  assisted  in 
his  assault  by  physically  restraining  him  and  rendering  him  defenseless. 

The  same  REDACTED  individuals  failed  to  report  the  abuse  as  mandated  by  state  statute.  They 
also  failed  to  cooperate  with  the  investigation,  violative  of  DMH  regulations.  REDACTED 
should  be  referred  for  prosecution  and  severely  disciplined  for  both  patient  abuse  and  failing  to 
fulfill  their  mandated  reporting  requirements. 

Additionally,  one  of  those  individuals,  REDACTED,  should  also  be  referred  for  prosecution 
for  a  second  count  of  patient  abuse.  She  verbally  abused  CLIENT  I  after  he  was  physically 
assaulted.  There  is  ample  evidence  that  she  should  be  terminated.  The  Area  Director's  decision 
also  determines  that  she  provoked  the  incident  by  initially  ordering  illegal  seclusion  and 
restraint. 

Other  individuals  should  be  terminated  and  referred  for  prosecution  for  making  retaliatory 
threats,  which  can  result  in  a  fine,  imprisonment,  or  both. 

Specific  serious  allegations  contained  in  our  Complaint  were  never  investigated.  The 
Investigator  failed  to  investigate  the  verbally  abusive  comment  made  by  REDACTED  He  failed 
to  investigate  the  retaliatory  threats  made  to  CLIENT  I  and  to  REDACTED  He  failed  to  even 
interview  the  REDACTED  named  as  making  the  threat.  He  failed  to  interview  other  staff  and 
residents  named  as  key  witnesses  in  the  complaint.  He  failed  to  include  REDACTED 
exhaustive  report,  nor  a  'complaint  history'  of  the  staff  involved,  as  our  complaint  specifically 
requested. 

We  are  requesting  that  you  rectify  these  extremely  serious  issues  and  order  clear  directives 
concerning  the  responsibilities  of  each  and  every  person  on  the  staff  to  report  abuse,  cooperate 
with  the  complaint  investigation  process,  and  refrain  from  making  retaliatory  threats  against 
those  who  do  file  a  complaint.  Clear  directives  also  are  necessaiy  to  remind  the  staff  that  their 
sole  professional  responsibility  is  to  serve  WBSH  residents. 
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We  believe  it  is  necessary  to  break  the  WBSH  nearly  universal  staff  'code  of  silence',  which 
serves  to  perpetuate  patient  abuse,  but  to  do  so  will  require  forceful  action  from  your  office, 
including  terminations  and  referrals  for  prosecution. 

Appeal  Response  bv  Deputy  Director  Fletcher 

Deputy  Director  Valerie  Fletcher  denied  the  appeal  and  wrote  that  there  was  "more  than  ample  time 
to  prepare  a  substantive  appeal  of  the  Area  Director's  decision.  I  do  not  believe  it  is  unfair  or 
unreasonable  expectation  that  the  specifics  of  an  appeal  be  drafted  and  sent  within  two  and  one-half 
months..." 

Appeal  to  Commissioner  Elias 

In  response  CLIENT  I,  through  INTERVIEWEE  XVHI,  filed  an  appeal  with  DMH  Commissioner 
Eileen  Elias. 


Appeal  Response  bv  Commissioner  Elias 

On  February  2,  1995,  DMH  Commissioner  Eileen  Elias  wrote,  in  response  to  the  appeal,  a 
"Commissioner's  Decision".  Included  in  that  letter  was  the  following  important  information: 

This  is  in  response  to  the  above-referenced  appeal  brought  on  behalf  of  CLIENT  I,  a  patient  at 
Westborough  State  Hospital,  by  Cambridge  and  Somerville  Legal  Services. 

The  Deputy  Commissioner  denied  the  appeal  to  her  because  it  was  untimely.  Even  though  the 
Area  Director's  decision  was  in  June,  1994,  the  complainant  did  not  file  a  Deputy 
Commissioner-level  appeal  until  November  7,  1994,  following  a  letter  from  the  Deputy 
Commissioner  asking  him  to  forward  his  appeal  by  October  14,  1994.  Since  the  appeal  period 
had  long  expired,  the  Deputy  Commissioner's  decision  is  technically  correct.  However,  given 
the  nature  of  the  complaint  and  the  issues  raised  in  the  appeal,  I  will  respond  to  the 
Commissioner-level  appeal. 

I  do  not  agree  with  the  appeal  that  the  handling  of  this  complaint  demonstrates  DMH's 
"[unwillingness]  to  rectify  serious  abuse  within  its  facilities. "  Contrary  to  this  observation, 
DMH  took  the  complaint  very  seriously  and  I  believe  the  actions  taken  by  DMH  to  address  the 
issues  raised  in  the  complaint  are  appropriate.  Following  the  DMH  investigation  which 
substantiated  the  allegations  of  patient  abuse,  the  REDACTED  responsible  for  the  abuse  was 
terminated  on  October .  Prior  to  his  termination,  he  had  been  suspended  without  pay  from 

August  12,  1993,  the  date  of  the  incident,  and REDACTED....  In  addition,  REDACTED 

involved  was  terminated  from  employment  on  for  (1)  failing  REDACTED  of  the  mental  Health 
workers  involved  in  restraining  the  patient  on  August  12,  1993,  (2)  failing  to  protect  the  patient 
from  abuse,  and  (3)  failing  to  report  the  physical  abuse.  REDACTED  conduct  and  termination 
were  reported  to  REDACTED.  With  regard  to  the  other  mental  health  workers  who  witnessed 
the  abuse  but  failed  to  report  it  and  also  failed  to  cooperate  with  the  investigation,  DMH  has 
held  disciplinary  hearings  to  determine  the  appropriate  action  to  take.  To  date,  one  employee 
has  been  suspended  and  another  has  received  a  written  warning. 

Two  other  employees  have  resigned  from  employment.  The  Area  Director's  decision  also 
called  for  a  review  of  the  protocols  and  training  for  emergency  transfers  and  restraint 
interventions. 
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In  addition,  intensive  training  initiatives  were  conducted  by  the  Director  of  Risk  Management 
and  Nursing  Assistant  Directors  on  reporting  of  incidents,  reporting  of  client  abuse  and 
implementation  of  restraint  and  seclusion  protocol  This  is  in  addition  to  regular  ongoing 
training  conducted  by  staff  development  trainers  on  the  same  topics,  including  special 
presentations  by  representatives  of  the  Disabled  Persons  Protection  Commission  and  Director 
of  Nursing. 

Further,  since  the  appointment  of  a  new  Director  of  Nursing  in  July  1994,  a  comprehensive 
review  of  nursing  staffing  and  management  has  been  conducted.  This  review  has  culminated  in 
the  development  of  apian  which  elaborates,  enhances  and  clarifies  job  responsibilities  and 
performance  expectations  of  all  nursing  staff.  Implementation  of  more  intensive  supervision 
has  been  initiated  already  as  part  of  this  plan,  while  other  elements  requiring  negotiation  with 
the  Massachusetts  Nurses  Association  are  in  process. 

Further  follow-up  to  this  incident  has  included  the  Chief  Operating  Officer's  collaboration  with 
the  Hospital  Committee  on  Restraint  and  Seclusion  to  review  protocols  and  training  for 
reducing  the  use  of  restraint  and  seclusion.  New  training  modules  have  been  developed  and 
implemented  at  the  hospital  as  a  result,  especially  intensifying  training  in  the  prevention  and 
management  of  aggressive  behavior.  Mandatory  participation  and  certification  of  staff  receiving 
the  training  is  tracked  closely  by  the  Staff  Development  Department  and  Chief  Operating 
Officer. 

The  appeal  states  that  DMH  should  refer  for  prosecution  those  employees  who  failed  to  report 
the  abuse  or  who  were  alleged  to  have  made  retaliatory  threats  to  the  campus  police  officer  and 
the  patient  in  violation  ofM.G.L.  c.  19C,  section  10  and  11. 1  believe  DPPC  has  the  authority 
under  118  CMR  3.01(3)  to  report  to  the  District  Attorney  any  mandated  reporter  whom  it  has 
reason  to  believe  has  not  fulfilled  his  or  her  responsibility  as  such.  In  addition,  DPPC  has  the 
authority,  under  118  CMR  3.03(2)  and  (3),  to  investigate  any  allegations  of  retaliation  and  has 
the  discretion  to  refer  such  matters  to  the  Attorney  General  or  the  District  Attorney  for 
prosecution.  It  is  my  understanding  that  DPPC  is  conducting  a  Commissioner's  Investigation 
of  the  allegations  of  abuse  raised  in  the  complaint. 

This  is  the  final  decision  of  DMH  in  this  matter. 

Decision  &  Action  Letter  bv  S.  Scheibel  Re:  COLLATERAL  MM.  January  REDACTED 

On  January  REDACTED,  Steven  Scheibel  wrote  a  Decision  and  Action  Letter  concerning  the 
actions  of  COLLATERAL  MM  on  August  12,  1993.  Included  in  that  letter  was  the  following 
important  information: 

REDACTED REDACTED 

REDACTED REDACTED 

REDACTED REDACTED 

REDACTED REDACTED 


REDACTED REDACTED 

Letter  of  Warning  bv  S.  Scheibel  to  INTERVIEWEE  V.  January  REDACTED 

INTERVIEWEE  V  received  a  written  warning  dated  January  REDACTED  signed  by  Steven 
Scheibel,  Chief  Operating  Officer,  WBSH.  Included  in  that  letter  was  the  following  information: 

REDACTED ^...REDACTED 

REDACTED REDACTED 
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.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 


■INTERVIEWEE  V  Response  to  Letter  of  Warning.  January  REDACTED 

In  response  to  the  above  letter,  INTERVIEWEE  V  wrote  to  Steven  Schiebel  [sic],  C.O.O.,  on 
January  REDACTED: 

REDACTED REDACTED 

REDACTED REDACTED 


.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 
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.REDACTED REDACTED 


Letter  of  Decision  bv  COO  Scheibel  Re:  COLLATERAL  DDDD.  January  REDACTED 

On  January  REDACTED,  Steven  Scheibel  wrote  to  COLLATERAL  DDDD,  concerning  a  hearine 

which  was  held  on  November  REDACTED,  "RED  ACTED....  RED  ACTED "  Included  in" 

C.O.O.  Scheibel's  letter  was  the  following  important  information: 

REDACTED REDACTED 

REDACTED REDACTED 

REDACTED REDACTED 


.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 


Letter  of  Decision  bv  COO  Scheibel  Re:  INTERVIEWEE  m.  March  REDACTED 

In  a  Decision  Letter  dated  March  REDACTED,  Steven  Scheibel,  C.O.O.  for  WBSH  wrote  the 
following  concerning  INTERVIEWEE  Ill's  behavior  during  and  after  the  incidents  of  August  12, 
1993: 

REDACTED REDACTED 

REDACTED REDACTED 

REDACTED REDACTED 

REDACTED REDACTED 

REDACTED REDACTED 

REDACTED REDACTED 


.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 
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.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 


DMH  Investigation  Into  Allegations  Re:  INTERVIEWEE  XV 

On  April  15,  1994,  Richard  J.  Pickett,  II,  Investigator  for  the  Office  of  Internal  Affairs,  DMH, 
filed  an  Investigation  Report  as  required  by  104  CMR  24.00,  for  Log  #04-WBSH-93-247-A  and 
B  Included  in  that  report  was  the  following  information: 

...Once  involved  with  the  restraint,  INTERVIEWEE  XV at  the  request  of  staff,  handcuffed 
CLIENT  I,  behind  his  back,  and  assisted  in  the  transport  of  the  client  to  the  Restraint  Room 
Once  the  client's  legs  were  secured  INTERVIEWEE  XVstated  that  he  released  one  arm  from 
the  cuffs  and  once  that  arm  was  again  secured  with  the  restraint  device,  he  removed  the 
remaining  cuff.  INTERVIEWEE  XV  did  not  deny,  in  interview  that  he  did  in  fact,  instruct  the 
staff  holding  the  client,  to  twist  the  one  remaining  cuff  if  the  client  became  violent. 
INTERVIEWEE XV offered  that  this  technique  is  accepted  practice  in  the  releasing  of 
handcuffs.  He  added  that  once  one  cuff  is  released,  the  other  cuff  becomes  a  dangerous 
weapon  if  that  remaining  hand  is  freed  from  restraint.  INTERVIEWEE  XV  also  added  that  at 
no  time  was  the  technique  applied,  as  the  client  remained  in  a  controllable  state. 

Among  Mr.  Pickett's  Conclusions  were  the  following: 

5.  INTERVIEWEE  XV s  instructions  to  the  assisting  staff,  to  twist  the  cuff  if  the  patient  began 
to  struggle,  were  not  meant  to  be  punitive  in  manner,  rather  to  prevent  further  injury  to  the 
client  or  others; 

6.  CLIENT  Idid  not  receive  any  injuries  as  a  result  of  INTERVIEWEE  XVs  actions  during  the 
restraint  procedures  of  August  12,  1993; 

7.  INTERVIEWEE  XV,  relevant  to  REDACTED  ....restraining  devices,  handcuffs,  to  subjects 
requiring  such  measures  of  restraint. 

Decision  Re:  INTERVIEWEE  XV 
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In  a  Decision  and  Action  Letter  dated,  June  REDACTED,  Theodore  E.  Kirousis,  Area  Director,  in 
his  Analysis  and  Action  Section  of  the  letter,  indicated  the  following  concerning  the  Complaints 
lodged  against  INTERVIEWEE  XV  in  #4/WBSH/93/247A  &  B : 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 


.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 


Standards  for  Disciplinary  Action 

In  an  interview  with  this  Investigator,  Keith  Moore,  Director  of  Human  Resources  at  WBSH, 
reported  that  he  is  in  charge  of  implementing  discipline  at  WBSH.  Mr.  Moore  reported  that  verbal 
abuse  would  usually  result  in  suspension  and  that  physical  abuse  would  result  in  termination.  He 
further  reported  that  "fraternization  or  sexual  misconduct  with  a  patient  would  result  in  a  five  day 
suspension"  and  that  sexual  intercourse  would  result  in  termination.  Mr.  Moore  also  reported  that 
stealing  or  any  violation  of  the  law  would  result  in  termination.  He  further  reported  that  he  makes 
disciplinary  recommendations  to  the  C.O.O.  and  that  he  writes  the  Decision  Letter. 

When  asked  why  he  destroys  notes  concerning  disciplinary  hearings,  Mr.  Moore  reported,  "They 
are  no  good  to  me."  He  reported  that,  at  a  later  hearing,  a  person  can  say  something  totally 
different  and  the  only  evidence  the  Hospital  can  introduce  is  "physical  evidence." 

C.O.O.  Scheibel 

In  an  interview  with  this  Investigator,  Stephen  Scheibel  reported  that  he  became  the  Chief 
Operating  Officer  for  WBSH  in  October  of  1993.  Mr.  Scheibel  reported  that  he  had  periodically 
checked  into  the  progress  of  the  investigation  concerning  CLIENT  I  and  COLLATERAL  L.  He 
further  reported  that  he  had  the  major  responsibility  for  implementing  the  Decision  and  Action 
Letters  from  the  Area  Director,  Theodore  Kirousis. 

Mr.  Scheibel  indicated  that  he  made  the  discipline  decisions  for  the  WBSH  personnel  involved  in 
the  restraints  of  CLIENT  I  on  August  12,  1993.  He  also  reported  that  he  "oversaw"  the  hearing 
process  and  that  each  hearing  took  a  different  course.  Mr.  Scheibel  reported  that  he  "sat  in  on  the 
hearings  to  get  a  first  hand  sense  of  cooperation"  by  the  MHW's. 

When  asked  why  INTERVIEWEE  VI  had  not  been  disciplined  concerning  the  assault,  Mr. 
Scheibel  reported  that  he  was  "surprised"  to  learn  that  she  had  been  present  during  the  restraint. 
However,  he  stated,  "REDACTED  that  was  fired  was  responsible  for  the  ward  milieu." 

Mr.  Scheibel  reported  that,  as  a  result  of  the  incidents  of  August  12,  1993,  there  have  been  new 
restraint  procedures  implemented  and  a  number  of  new  interventions  are  utilized.  He  reported  that 
these  include  a  new  restraint  training  protocol,  staff  development  to  produce  better  skills,  and  more 
training  to  develop  effective  management  of  physical  encounters.  He  also  reported  that  the 
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Restraint  and  Seclusion  Committee  had  updated  their  policy  and  that  the  Transfer  Committee  had 
revised  and  improved  the  transfer  policy  to  address  the  issues  that  arose  in  the  August  12, 
incidents. 

When  asked  why  criminal  record  checks  were  not  completed  on  present  employees  based  on  the 
findings  concerning  COLLATERAL  L,  Mr.  Scheibel  indicated  that  the  employee  needed  to 
authorize  the  criminal  record  check  before  they  could  obtain  one.  He  further  indicated  that  the 
collective  bargaining  agreement  between  the  Unions  and  the  Commonwealth  might  preclude  such 
an  action.  Mr.  Scheibel  indicated  that  no  person  with  a  serious  criminal  history  could  be  hired  at 
WBSH  now  without  a  review  of  that  history  by  DMH  Central  Office.  He  reported  that  no  one  with 
such  a  history  would  be  hired  now. 

Area  Director  Kirousis 

In  November,  1993,  Theodore  Kirousis  became  the  Area  Director  for  DMH  Area  "Metro  West." 
Mr.  Kirousis  wrote  the  Decision  and  Action  Letters  concerning  the  investigations  of  the  events  of 
August  12,  1993.  Mr.  Kirousis  reported  that  he  was  determined  to  "enforce  vigorously"  all  laws 
and  regulations  concerning  these  events,  including  non-reporting  of  abuse.  Mr.  Kirousis  reported 
that  he  ordered  the  termination  of  COLLATERAL  L  in  his  Decision  and  Action  Letter  and  that,  to 
the  date  of  the  writing  of  this  report,  there  has  been  no  appeal  hearing  of  this  decision.  He  stated 
that  this  indicates  that  COLLATERAL  L  has  accepted  the  discipline  decision.  Mr.  Kirousis 
reported  that  the  Hospital  took  the  "maximum  actions  we  could  take"  under  the  present  collective 
bargaining  agreement  with  the  Unions  which  represent  MHW's  and  Nurses. 

Mr.  Kirousis  was  unable  to  explain  why  INTERVIEWEE  VI  received  no  discipline  for  her  actions 
and  inactions  concerning  the  events  of  August  12,  1993. 

Mr.  Kirousis  reported  that  DMH  could  not  complete  criminal  record  checks  on  present  MHW's 
who  were  hired  before  this  was  routine.  This  decision  came  from  DMH  Central  Office. 

E.     Regarding  the  Use  of  Seclusion 

When  questioned  about  the  decision  not  to  utilize  seclusion  at  WBSH,  Mr.  Kirousis  reported  that 
seclusion  "increased  the  danger"  to  the  patient  and  the  "potential  for  self-injury."  Mr.  Kirousis 
further  reported  that  "Clinical  professionals"  had  reported  an  "inability  to  contain  a  person  from 
self-injury"  during  seclusion.  When  asked  if  this  met  the  requirements  for  least  intrusive 
intervention,  Mr.  Kirousis  reported  that  restraint  allowed  much  faster  stabilization  of  the  patient. 
However,  Mr.  Kirousis  did  report  during  the  interview  that  there  were  "lots  of  risks  in  restraints." 
He  further  reported  that  WBSH  had  "improving  results  in  implementation  of  restraints."  [DPPC 
Interview  of  Theodore  Kirousis] 

When  asked  why  CLIENT  I  was  not  placed  in  locked  door  seclusion  when  he  began  kicking  and 
became  aggressive,  Director  Potter  reported  that  WBSH  has  slowly  gotten  away  from  seclusion 
and  is  only  doing  restraints  now.  According  to  Director  Potter  restraining  is  "safer"  in  terms  of 
staff  injury. 

When  questioned  about  the  first  restraint,  Steven  Scheibel  reported  that  the  issue  had  been  dealt 
with.  He  reported  that  REDACTED  had  failed  to  observe  this  restraint  as  required.  He  reported  that 
he  had  "no  doubt  that  CLIENT  I  was  engaged  in  dangerous  behavior"  and  felt  that  the  restraint  was 
justified.  Mr.  Scheibel  reported,  "COLLATERAL  NNN  was  not  out  of  line  restraining  him 
[CLIENT  I]."  When  asked  why  the  MHW's  hadn't  just  closed  the  door,  Mr.  Scheibef  stated,  "We 
don't  use  seclusion  here  as  a  matter  of  procedure."  When  asked  why  the  Hospital  does  not  use 
seclusion  Mr.  Scheibel  reported  that  there  was  a  "possibility  of  further  self-injury"  when  seclusion 
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is  utilized.  He  further  reported,  "As  a  Hospital  we  don't  use  seclusion  to  control  dangerous  or 
threatening  behavior,  unless  the  treatment  team  met  and  decided"  seclusion  was  appropriate.  Mr. 
Scheibel  further  reported  that  DMH  Facilities  don't  use  seclusion. [DPPC  Interview  of  Steven  Scheibel] 

F.     Retaliation  Issues 

Statements  of  CLIENT  I  Re:  Retaliation 

CLIENT  I  reported  that  COLLATERAL  S  at  WBSH,  had  threatened  him  concerning  his 
cooperation  with  DMH  Investigators.CLIENT  I  reported  that  COLLATERAL  S  had  refused  to 
give  him  a  cigarette,  which  had  been  scheduled,  and  that  COLLATERAL  S  told  him  he  couldn't 
have  the  cigarette  because  he  had  been  told  not  to  cooperate.  CLIENT  I  reported  he  was  worried 
after  this  because  he  felt  "threatened"  and  believed  it  was  designed  to  frighten  him.  [DPPC  Interview 
of  CLIENT  I] 

Statements  of  INTERVIEWEE  XV  Re:  Retaliation 

INTERVIEWEE  XV  reported  that  he  had  received  an  anonymous  note  which  read,  "arrest  staff 
and  die".  INTERVIEWEE  XV  further  reported  that  he  and  his  family  have  received  "harassing 
calls  at  home"  and  that  REDACTED  campus  police  officers  were  angry  at  him  ..REDACTED,, 
COLLATERAL  L.  He  also  reported  finding  notes  on  his  desk  at  work.  He  reported  that  one  note 
read,  ""You're  going  to  have  an  accident."  INTERVIEWEE  XV  reported  that  "REDACTED  staff 
&  die"  was  scratched  in  the  elevator  at  WBSH  and  also  "REDACTED"  was  scratched  in  the 
elevator.  Mr.  Signore  and  Kermit  Brown,  WBSH  Human  Rights  Officer,  both  reported  observing 
the  scratched  note  in  the  elevator.  INTERVIEWEE  XV  reported  that  there  was  a  petition  circulated 
in  an  attempt  to  force  him  to  resign  because  ...REDACTED...  COLLATERAL  L.  According  to 
him  there  were  over  400  signatures.  [DPPC  interview  of  INTERVIEWEE  XV] 

Statements  of  INTERVIEWEE  II  Re:  Retaliation  in  Other  Abuse  Cases 

In  an  interview  with  a  DPPC  Investigator,  INTERVIEWEE  II  reported  that  ...REDACTED.. 
WBSH  in  the  Hennessy  Building.  INTERVIEWEE  II  reported  that  she  observed  a  MHW  grab  a 
patient  in  1993,  and  handle  her  in  a  very  rough  manner.  INTERVIEWEE  II  reported  that  she  did 
not  know  the  name  of  the  MHW  at  the  time  and  that  she  called  the  supervisor  and  "told  him  what 
happened."  INTERVIEWEE  II  also  requested  that  a  dietitian  visit  the  patient,  who  was  no  longer 
allowed  to  go  to  the  cafeteria,  and  the  patient  "told  the  dietitian  that  she  was  being  abused." 

According  to  INTERVIEWEE  H  the  MHW,  who  was  later  identified  as  COLLATERAL  ZZ,  told 
her  supervisor  "we  better  watch  our  backs  and  watch  our  cars."  According  to  INTERVIEWEE  EL 
Richard  Pickett  investigated  the  alleged  threats  and  took  statements  from  all  the  staff.  According  to 
INTERVIEWEE  II,  "They  [MHW's]  said  they'd  be  blackballed"  if  they  reported  abuse. 
INTERVIEWEE  II  also  reported  that  the  abuse  had  been  witnessed  by  other  patients. 
INTERVIEWEE  II  reported  that  she  called  the  DPPC  to  report  the  abuse  of  the  patient.  A  review  of 
DPPC  files  indicated  that  INTERVIEWEE  II  reported  this  abuse  on  January  4,  1993,  and  that  her 
report  was  screened  in  as  DPPC  #.. RED  ACTED.. 

INTERVIEWEE  II  reported  that  she  "still  feels  that  way"  about  reporting  abuse.  She  stated  that 
REDACTED  don't  want  any  trouble  in  the  cafeteria  because  they  will  be  retaliated  against  if  they 
report  abuse.  INTERVIEWEE  II  reported  that  REDACTED  car  got  "keyed"  [had  the  paint 
scratched]  and  that  her  car  had  been  damaged  with  new  scratches,  including  "fix  me"  scratched  into 
the  paint  of  her  new  car.  Another  worker  had  his  tire  slashed  while  working.  INTERVIEWEE  II 
reported  that  gossip  indicated  the  damage  was  in  retaliation  for  reporting  abuse.  INTERVIEWEE  II 
stated,  "Everything  comes  back  to  you  through  word  of  mouth."  INTERVIEWEE  II  reported  that 
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she  has  observed  "verbal  abuse"  since  her  report  in  1993.  INTERVIEWEE  II  reported  that  she 
remains  "worried  for  patient  safety 

RE:  Reporting  Abuse  and  "Climate  of  Fear" 

When  asked  if  there  was  a  climate  of  fear  in  the  reporting  of  abuse  at  WBSH,  Unit  Director  David 
Potter  stated,  "trying  to  get  one  MHW  to  say  something  against  another  MHW  is  very  rare." 
[DPPC  Interview  of  David  Potter] 

When  asked  if  there  was  a  climate  of  fear  in  reporting  abuse  at  WBSH,  Mr.  Keith  Moore,  Director 
of  Human  Resources,  reported  that  there  is  fear  in  reporting.  He  went  on  to  say  that  reporting 
could  result  in  "some  kind  of  retribution"  and  that  the  resultant  fear  "is  a  very  real  thing  in  today's 
world."  He  further  reported  that  the  second  shift  and  the  night  shift  staff  are  more  vulnerable 
because  of  "dark,  isolated  parking  lots"  and  that  "employees  fear  for  their  own  safety."  Mr.  Moore 
reported  that  the  majority  of  staff  are  interested  in  caring  for  patients  at  WBSH.[DPPC  Interview  of 
Keith  Moore] 

When  asked  if  he  felt  that  the  reporting  requirements  of  M.G.L.  c.  19C  were  being  met,  which 
require  reporting  of  suspected  abuse  and  omission  to  be  reported  to  the  DPPC,  Mr.  Scheibel  stated 
that  he  felt  that  such  requirements  were  being  met  by  staff  at  WBSH.  When  asked  if  there  was  a 
climate  of  fear  at  WBSH,  Mr.  Scheibel  reported,  "at  the  time  of  the  incident  there  was  a  highly 
defensive  reaction  on  the  part  of  staff  who  were  engaged  in  the  incident"  He  further  reported  that 
this  "convinced  me  that  those  staff  members  involved  were  not  being  entirely  forthcoming."  Mr. 
Scheibel  indicated  that  the  disciplinary  actions  taken  as  a  result  of  the  assault  was  "pretty  strenuous 
organizationally"  and  that  such  behavior  was  not  acceptable.  [DPPC  Interview  of  Steven  Scheibel] 

When  asked  if  there  is  a  climate  of  fear  about  reporting  abuse,  Mr.  Kirousis  stated  there  was  no 
such  climate.  He  stated  that  a  lot  of  incident  reports  had  been  completed  and  that  many  complaints 
had  been  filed.  He  further  stated  there  had  been  considerable  training  of  staff  and  clients  about 
reporting  of  abuse.  Mr.  Kirousis  also  reported  that  there  had  been  several  trainings  about  the 
requirements  to  report  to  the  DPPC.  When  asked  who  did  these  trainings,  Mr.  Kirousis  reported 
that  WBSH  Staff,  Michael  Brooks,  former  Executive  Director  of  the  DPPC,  and  the  Human  Rights 
Officer  conducted  them..  He  further  reported  that  such  reporting  had  a  "high  profile  in  the  minds 
and  daily  life  of  the  staff  at  WBSH.  When  asked  if  there  was  good  reporting  to  the  DPPC,  Mr. 
Kirousis  stated,  "I  think  there  is."  He  went  on  to  report  there  had  been  confusion  about  the  term 
"reason  to  believe"  and  that  WBSH  had  been  training  staff  to  report  "everything  that's  close."  He 
further  stated  that  staff  are  told  there  is  no  harm  in  reporting  everything.  [DPPC  Interview  of  Theodore 
Kirousis] 

When  asked  if  he  considered  himself  a  Mandated  Reporter,  Mr.  Kirousis  replied,  "Absolutely."  He 
then  added,  "Me  and  my  designees"  and  that  they  "never  witness  anything  directly".  Mr.  Kirousis 
then  stated  that  he  would  report  "through  risk  management  and  Internal  Affairs." 

Mr.  Kirousis  reported  that  presently,  it  was  his  opinion  that  WBSH  was  setting  a  high  standard 
and  that  he  was  serious  about  maintaining  such  a  standard.  He  further  reported  that  presentiy  the 
Hospital  is  training  aggressively. 

In  an  interview  with  a  DPPC  Investigator,  Susan  Love,  Director  of  Prevention  and  Outreach, 
reported  that  there  has  been  one  training  at  WBSH  between  August  12,  1993,  and  the  writing  of 
this  Investigation  Report.  She  stated  that  training  took  place  on  September  16,  1994. 

When  asked  if  he  had  reported  the  alleged  assault  of  CLIENT  I  by  COLLATERAL  L  to  the  DPPC. 
INTERVIEWEE  XIV  replied,  "yes".  However,  when  told  that  he  hadn't  reported, 
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INTERVIEWEE  XIV  stated,  "Nobody  knows  who's  calling  who."  [DPPC  Interview  of 
INTERVIEWEE  XIV] 


G.     M.G.L.C.19C  Reporting  Information  Concerning  WBSH 

According  to  a  review  of  the  DPPC  Database  Records,  there  have  been  one  hundred  forty-five 
reports  of  possible  abuse  and/or  omission  filed  with  the  DPPC  concerning  WBSH  from  August 
17,  1993  through  June  30,  1996.  Of  those  cases  sixty-nine  were  screened  as  internal  cases  for 
investigation.  In  nineteen  cases,  abuse  was  substantiated.  In  one  case  the  investigator  was  unable 
to  determine  if  abuse  occurred.  As  of  June,  1996,  eight  investigations  were  incomplete.  The  most 
significantly  overdue  investigations  are  being  investigated  for  the  DPPC  by  DMH  Investigators, 
under  the  authority  of  M.G.L.  C.19C.  One  of  these  investigation  reports  was  due  in  1994,  and  four 
were  due  in  1995.  Only  one  report  of  alleged  abuse  was  received  from  an  MHW  at  WBSH  during 
this  period.  Only  one  report  of  alleged  abuse  was  received  from  a  DMH  Investigator  during  this 
period. 


IV.     PATIENT  AND  STAFF  BACKGROUNDS 


A.     Alleged  Victim 


.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 

.REDACTED REDACTED 


B.  COLLATERAL  S 
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COLLATERAL  S  is  alleged  to  have  retaliated  against  CLIENT  I  for  reporting  abuse  which  was 
inflicted  on  him. 

According  to  his  personnel  file,  COLLATERAL  S  ...REDACTED 

COLLATERAL  S  received  the  following  job  performance  evaluations: 


.REDACTED. 
REDACTED. 

REDACTED. 
REDACTED. 
REDACTED. 
REDACTED. 
REDACTED. 


On  February  ,  a  supervision  note  completed  regarding  COLLATERAL  S  included:  REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

On  April  ,  COLLATERAL  S  received  REDACTED 

REDACTED 

REDACTED 


On  July  ,  COLLATERAL  S  received  REDACTED. 

REDACTED 


REDACTED. 
REDACTED. 
REDACTED. 
REDACTED. 
REDACTED. 
REDACTED. 
REDACTED. 
REDACTED. 

REDACTED. 
REDACTED. 
REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED 


During  an  interview  with  a  DPPC  Investigator,  Ms.  OToole  stated  she  had  heard  a  rumor  that 
COLLATERAL  S  wanted  to  attend  a  party  the  evening  of  July 

In  REDACTED  dated  July,  COLLATERAL  S  was  REDACTED,  ...REDACTED... 
REDACTED 
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In  a  memo  from  COLLATERAL  HHHH,  dated  August  REDACTED,  COLLATERAL  S  was 
REDACTED  "REDACTED".  Further,  COLLATERAL  HHHH  wrote: REDACTED 

REDACTED 

REDACTED .' 


Previous  WBSH/DMH  Complaints  regarding  COLLATERAL  S: 

•     According  to  an  undated  statement  which  was  located  in  COLLATERAL  S's  personnel  file  and 
signed  by  COLLATERAL  F,  the  following  relevant  information  was  located: 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED „ 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 


According  to  a  complaint  form  dated  September  26,  1991,  number  4/WBSH/9 1/231, 
REDACTED  reported  that  "COLLATERAL  F  and  COLLATERAL  S  are  being  confrontational 
with  clients  during  2nd  shift.  This  is  said  to  be  escalating  client  behavior."  According  to  a 
DMH  Investigation  Report  dated  November  22,  1991,  Maureen  Moineau,  RN,  wrote: 

[Muriel  Mandell,  LICSW]  began  the  interview  by  saying  that  patients  themselves  have 
complained  about  the  alleged  behavior  of  COLLATERAL  F  and  COLLATERAL  S  She  added 
that  patients  tell  her  they  are  being  picked  on  and  are  very  upset  with  this  situation. 

Ms.  Mandell  stated  she  has  witnessed  incidents  in  which  she  feels  patients  were  sent  to  the 
Quiet  Room  or  put  in  4  point  restraint  unnecessarily... 

Ms.  Mandell  closed  by  saying  that  she  has  also  noticed  a  change  in  COLLATERAL  S's 
behavior.  She  stated  that  he  is  very  bossy  with  patients  and  makes  conditions  very  rigid  for 
them.  She  then  stated  she  hoped  that  something  is  done  about  this  situation  because  it  is  very 
obvious  it  is  taking  its  toll  on  patients. 

[Lillian  Balch,  JJCSW]  readily  stated  that  she  feels  this  situation  is  adversely  affecting  the 
patients. ..Ms.  Balch  added  that  the  patients  she  had  at  Medfield  State  are  now  being  put  in  4 
point  restraint,  something  that  was  never  needed  in  the  past.  Ms.  Balch  continued  by  saying 
that  she  feels  it  is  because  of  the  way  they  are  treated  by  COLLATERAL  F  and 
COLLATERAL  S.  She  added  their  attitude  towards  patients  promotes  a  negative  response  from 
patients  and  often  ends  with  the  Quiet  Room  or  4  point  restraint. 

Ms.  Balch  stated  she  has  wimessed  language  abuse  to  patients  from  both  COLLATERAL  F 

and  COLLATERAL  S Ms.  Balch  feels  the  Quiet  Room  and  4  point  are  being  used 

unnecessarily  and  far  too  often.  She  stated  that  COLLATERAL  F  and  COLLATERAL  S  seem 
to  make  little  to  no  attempt  to  resolve  problems  with  patients  without  resorting  to  the  use  of  the 
Quiet  Room  or  4  point  restraint... 
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COLLATERAL  AAAA  expressed  his  concern  regarding  this  complaint  saying  something  had 
to  be  done  about  this  situation  with  COLLATERAL  A  and  COLLATERAL  S  He  added  that 
patients  are  escalating  with  some  behaving  like  they  never  did  before.  COLLATERAL  AAAA 
feels  these  patients  are  not  being  given  the  courtesies  and  considerations  they  deserve  on 
second  shift... 

...[Carole  O'Toole,  RN]  continued  by  saying  that  COLLATERAL  F  and  COLLATERAL  S 
argue  and  confront  each  other  very  often. 

Ms.  O'Toole  added  that  COLLATERAL  S  is  Aa  difficult  person  and  that  COLLATERAL  F 
reacts  to  him... 

Ms.  O'Toole  describes  COLLATERAL  S  as  having  a  militant  attitude  towards  patients.  She 
explained  that  COLLATERAL  S  is  REDACTED  and  seems  to  have  brought  this  authoritative 
attitude  with  him.  She  added  that  COLLATERAL  S  has  REDACTEDand  has  told 
COLLATERAL  F  several  times  that  he  only  listens  REDACTED.  Ms.  O'Toole  stated  that  she 
has  witnessed  COLLATERAL  Sbeing  quick  to  pounce  on  patients  and  not  giving  them  a 
chance  to  explain  what  is  happening. 

COLLATERAL  UUU  opened  the  interview  by  stating  that  she  had  sent  a  five  page  letter 
approximately  L  year  ago,  to  Joseph  Gallagher,  RN,  ADON  of  Hennessy  at  that  time, 
regarding  COLLATERAL  S's  behavior  and  COLLATERAL  F's  situation,  recommending  that 
staffing  be  done  in  a  more  appropriate  manner.  This  letter  was  cc'd  to  Valerie  Orefice,  RN, 
D.O.N.  COLLATERAL  UUU  states  this  letter  was  not  addressed. 

COLLATERAL  UUU  states  that  she  and  COLLATERAL  JJJ  have  addressed  the  issue  of 
COLLATERAL  F  and  COLLATERAL  S  several  times  and  found  no  support. 

COLLATERAL  UUU  described  COLLATERAL  S  as  an  'REDACTED  who  brought 
REDACTED  attitude  to  Westborough  State'.  She  added  that  she  feels  COLLATERAL  S  can  be 
threatening  to  patients  merely  because  of  his  size.  She  stated  that  his  behavior,  although  not 
punitive,  elicits  a  negative  response  from  patients  that  in  turn  often  leads  to  the  use  of  the  Quiet 
Room  or  4  point  restraint.  She  recalled  having  addressed  this  behavior  with  him  at  a  meeting 
with  Union  Representative,  COLLATERAL  O.  According  to  COLLATERAL  UUU 
COLLATERAL  O  told  COLLATERAL  S  that  his  conversation  at  this  meeting  was  out  of  line, 
that  he  lacked  professionalism  and  that  he  found  his  behavior  demeaning  to  patients. 

COLLATERAL  UUU  described  his  tactics  as  'REDACTED'  and  that  she  herself  had 
witnessed  on  several  occasions  his  practice  of  always  going  through  doors  first  before 
allowing  patients  to  pass. 

COLLATERAL  UUU  continued,  saying  she  has  no  idea  what  his  intent  is,  but  that  she  has 
always  been  concerned  with  COLLATERAL  S's  behavior. 

She  closed  by  saying  that  she  knows  well  that  COLLATERAL  S  lies  when  he  gets  caught, 
doing  anything  inappropriately  and  that  she  feels  this  is  just  a  job  for  him  with  no  attached 
sincere  interest  or  commitment. 

When  asked  about  the  alleged  behavior,  as  stated  on  the  complaint  form,  COLLATERAL  S 
responded  by  saying  that  anything  and  everything  he  does  with  patients  on  REDACTED  is  a 
direct  order  from  COLLATERAL  F. 

COLLATERAL  S  claims  he  has  never  had  problems  with  staff  or  patients  when  he  worked  on 
other  units.  He  readily  explained  he  chose  to  be  transferred  from  ..RED ACTED.. be  cause  he 
wanted  to  stay  with  the  patients  when  they  were  also  transferred... 
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[Barbara  Junkins,  RN,  ADON]  was  interviewed  because  COLLATERAL  S  worked  in  the 
REDACTED  approximately  REDACTED  before  being  transferred  to  REDACTED  .  Ms. 
Junkins  stated  she  did  not  recall  any  incidents  that  could  be  associated  with  the  type  of  behavior 
alleged  in  this  complaint. 

[Kermit  Brown,  Human  Rights  Officer]  also  stated  that  patients  have  often  complained  to  him 
about  the  continuous  verbal  abuse  they  are  subjected  to  by  COLLATERAL  F  and 
COLLATERAL  S. 

Mr.  Brown  concluded  by  stating  that  he  has  great  concern  because  this  flagrant  behavior  is 
allowed  to  continue,  resulting  in  the  emotional  abuse  of  patients  on  REDACTED 

[CLIENT  VII]  added  that  he  is  a  REDACTED  patient  and  realizes  he  is 

difficult  to  manage,  but  that  he  has  never  been  abused  by  COLLATERAL  F  or  COLLATERAL 
S  in  any  way... 

In  a  Decision  and  Action  letter  dated  December  3,  1991,  the  allegations  were  "substantiated  in 
part. .  .It  does  not  appear  that  any  action  is  required  with  COLLATERAL  S  at  this  time  since  the 
situation  has  improved.  However,  the  inconsistency  between  verbal  reports  and  written 
evaluations  and  supervision  notes  is  unacceptable." 

No  report  of  the  above  allegations  was  received  by  the  DPPC. 

On  August  18,  1992  a  patient  alleged  in  Complaint  Log  #4/WBSH/92/208  A  &  B: 

While  sleeping  and  at  rest  I  awoke  at  6  a.m.  to  find  $10 —  missing  +  stolen  from  my  wallet 
located  in  pocketbook  in  closet  which  was  locked  according  to  a  combination. 

On  August  20,  1992  the  same  patient  wrote: 

Four  packages  ofMontclair  100's  cigarettes  were  stolen  from  supposed  protected  bin  of 
mine.  Staff  is  held  responsible  for  all  of  these  personal  patient  supplies,  including  my  own... 

Also  in  an  undated  written  note,  the  same  patient  wrote: 

This  is  the  seventh  complaint  filed  of  staff  people  on  REDACTED  stealing  from  me.  The 
even  say  they  did  it  and  walk  away.  Such  as  this  case  with  COLLATERAL  S.  At  the  same 
facility,  around  10:30  pm  EST  on  REDACTED  on  August  14,  1992,  a  clock  fell  off  the  wall. 
COLLATERAL  S  first  accused  me  of  somehow  breaking  it.  Then  sent  me  to  my  room,  for 
1/2  hour. 

The  complaints  were  investigated  by  Elizabeth  A.  Patch,  WP  n.  After  the  patient  refused  to  be 
interviewed  the  investigator  did  not  substantiate  the  complaints  and  wrote: 

There  is  no  evidence  that  either  Complaints  208  A  or  208  B  can  be  considered  an  issue.  I 
sincerely  consider  this  a  frivolous  complaint  and  not  worthy  of  further  investigation. 

No  report  of  the  above  allegations  was  made  to  the  DPPC. 

On  October  6,  1992,  in  Complaint  Log  #4/WBSH/92/250  a  patient  at  WBSH  wrote: 

They  [COLLATERAL  S  &  COLLATERAL  G]  come  to  work,  they  single  me  out  and 
recreate  bad  feelings  in  me,  which  make  me  become  angry  and  say  thing  to  get  myself  in 
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trouble  like  bring  a  gun  in  the  Hospital  and  Blowing  them  away.  I  am  asking  you  to  ask  them 
to  leave  me  alone!  They  keep  setting  me  up  to  lose  my  L.O.S. 

In  an  investigation  report  completed  by  Alvera  E.  Doriatelle,  LICSW,  did  not  substantiate  the 
allegations. 

No  report  of  the  above  allegations  was  made  to  the  DPPC. 

•  On  February  9,  1993,  a  patient  at  WBSH  completed  a  complaint  form  which  became 
Complaint  Log  #4/WBSH/93/024.  The  patient  wrote: 

He  [COLLATERAL  S]  was  on  1:1  outside  my  door,  he  was  being  loud  obnoxious,  flicking 
his  lighter  on  and  off,  saying  sexually  provocative  thing  to  the  other  1:1  on  l:l's,  walking 
away  from  my  room  for  5'  &  10'  periods  at  a  time.  I  told  the  3-11  nurse  Jean  Whitcomb 
about  "specifically  the  lighter,  he  denied  it.  1  said  that  he  was  keeping  me  awake  and  that  he 
was  agitating  myself,  "he  replied  that  everything  agitated  me.  also  he  was  using  extreme 
profanity. 

An  investigation  report  completed  by  Alvera  E.  Donatelle,  LICSW,  did  not  substantiate  the 
complaint.  She  did  report  that  COLLATERAL  S  admitted  flicking  his  tighter. 

No  report  of  the  above  allegations  was  made  to  the  DPPC. 

•  On  February  15,  1993,  a  patient  at  WBSH  completed  a  complaint  form  which  became 
Complaint  Log  #4/WBSH/93/044.  The  patient  wrote: 

[COLLATERAL  SI  has  be  intimidating  me  about  my  medication.  Putting  a  lot  of  pressure  on 
me.  this  matter  had  been  going  on  for  several  mos.  now  Ifeel  I'm  threatened  by  his  size,  and 
he  told  me  that  he  could  put  me  down  by  himself.  1  don't  need  his  aggravations  any  longer. 
Please  have  a  talk  with  him  regarding  this  matter. 

The  allegations  were  investigated  by  Gail  Hnatiow,  CCC  SLP/A  and  Richard  Pickett  n, 
Internal  Affairs  Investigation  Manager.  The  investigators  did  not  substantiate  the  allegations. 

No  report  of  the  above  allegations  was  made  to  the  DPPC. 

•  In  Complaint  Log  #4/WBSH/93/135,  dated  May  9,  1993,  a  patient  at  WBSH  reported  that  she 
was  the  victim  of  "man  handling. .  .too  much  brutal  punishment."  She  reported  this  was  done 
by  two  employees,  COLLATERAL  S  and  COLLATERAL  A.  She  further  stated  that  "they 
wouldn't  let  me  smoke  and  they  had  my  arms  behind  my  back,  lying  them  up  towards  mv 
neck." 

During  the  investigation  process,  the  DMH  Investigator  was  told  by  the  patient  that 
COLLATERAL  S  was  not  the  MHW  who  man  handled  her.  She  reported  that  he  was  not 
working  that  evening,  a  fact  which  was  supported  by  WBSH  records.  However,  the 
investigation  noted  that  the  other  MHW's  involved  in  escorting  the  patient  utilized  unauthorized 
escort  techniques  and  the  complaint  was  substantiated  in  part. 

No  report  of  the  above  allegations  was  made  to  the  DPPC. 

•  In  Complaint  Log  #4/WBSH/93/239,  dated  August  6,  1993,  a  patient  at  WBSH  wrote: 
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/  was  leaving  to  go  off  grounds  I  used  the  phone  which  goes  through  2A.  He 
[COLLATERAL  S]  answered  the  phone  asked  who  was  calling  Said  to  get  a  dime  which  I 
didn  't  have  and  use  the  pay  phone  and  slammed  the. phone  down  on  me.  I  have  never  had  a 
problem  calling  Chauncy  through  2 A.  What  if  this  had  been  an  emergency  and  he  had 
slammed  the  phone  down  on  me.  I  was  calling  Chauncy  to  tell  them  I  was  at  Hennessy  and 
tell  them  when  I  was  leaving. 

A  Five  Day  Administrative  Review  concluded,  "There  is  no  evidence  that  serious  emotional  or 
physical  abuse  occurred  or  that  substandard  care  was  delivered." 

No  report  of  the  above  allegations  was  made  to  the  DPPC. 

In  a  report  to  the  DPPC  on  May  9,  1994,  INTERVIEWEE  I  reported  that  on  3/6/94  at  9:40 
p.m.  a  female  patient  claimed  that  COLLATERAL  Sused  excessive  force  during  a  restraint. 
The  patient  reported  to  him  that  the  restraint  could  have  been  averted.  The  patient  filed  a  report 
with  WBSH  on  May  7  or  8,  1994.  There  is  no  record  of  her  complaint.  A  MHW,  Anthony 
Barton  concurred  with  the  patient's  statements.  He  is  reported  to  have  said,  "COLLATERAL 
S  manhandled  [patient],  the  restraint  could  have  been  avoided. 

The  report  was  screened  in  as  DPPC  #13145  and  assigned  to  a  DPPC  Investigator  to  complete 
a  C.19C  Investigation.  The  DPPC  Investigator,  after  investigation  reached  the  following 
conclusions: 

It  is  concluded  that  COLLATERAL  S ,  REDACTED,  was  emotionally  abusive  to  [patient]  on 
the  night  of  March  6,  1994,  resulting  in  serious  emotional  injury  as  defined  by  M.G.L.  C.19C. 
This  is  concluded  due  to  a  series  of  inappropriate  and  disrespectful  verbal  interactions  between 
COLLATERAL  S  and  [patient],  when  COLLATERAL  S  walked  away  from  [patient]  when  she 
was  speaking,  swearing  at  [patient]  and  yelling  at  [patient].  It  is  further  concluded 
COLLATERAL  S  did  riot  request  from  supervisors  authorization  to  request  that  [patient]  go  to 
the  quiet  room,  but  made  the  clinical  decision  himself. 

It  is  concluded  that  COLLATERAL  S  was  physically  abusive  to  [patient]  during  a  restraint  on 
March  6,  1994.  This  physical  abuse  to  [patient]  resulted  in  serious  emotional  injury  to 
[patient]  as  defined  by  M.G.L.  C.19C.  It  is  further  concluded  that  COLLATERAL  S 
escalated  [patient's]  behavior  by  directing  her  to  go  to  the  quiet  room,  arguing  with  [patient] 
and  yelling  and  swearing  at  her. 

It  is  concluded  that  COLLATERAL  G,  COLLATERAL  FF  and  COLLATERAL  LL,  all 
mandated  reporters,  failed  to  file  a  report  of  possible  abuse  in  regard  to  the  incident  and 
restraint  of  [patient]  on  March  6,  1994. 

These  conclusions  are  based  on  the  following  facts: 

The  reports  of  [patient],  Anthony  Barton,  MHW  II,  Sherwood  Fisher,  MHW  I,  and  Carole 
O 'Toole,  RN,  are  all  essentially  the  same.  Mr.  Fisher,  Mr.  Barton  and  [patient]  all  reported 
COLLATERAL  S  had  been  yelling  and  swearing  at  [patient]  before  and  during  the  incident. 
Mr.  Fisher  stated  he  did  not  see  many  points  of  the  restraint,  but  acknowledged 
COLLATERAL  S  reached  [patient]  before  he  or  Mr.  Barton  did,  both  of  whom  were 
standing  nearer  to  her  than  COLLATERAL  S  was. 

Although  there  were  no  physical  injuries  noted  on  [patient]  during  the  restraint,  clearly  there 
were  emotional  injuries  sustained  by  her  during  the  process.  This  is  evidenced  by  the  reports 
that  she  cried  while  in  four  point  restraint  immediately  after  the  physical  altercation,  and  her 
serious  suicide  attempt  the  following  day. 
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Sherwood  Fisher  and  Edward  Akinpelu  were  less  forthcoming  about  the  incident.  This  is 
attributed  to  the  institutionalized  reticence  of  reporting  on  a  co-worker.  Also,  several  persons 
interviewed  reported  to  this  investigator  intimidating  statements  made  by  COLLATERAL  S 
to  them,  and  staff  may  have  feared  retaliation  by  him.  Ultimately,  Anthony  Barton,  who  had 
a  history  of  difficulty  with  COLLATERAL  S,  came  forward,  and  corroborated  the  initial 
complaint  made  by  [patient]. 

COLLATERAL  LL,  REDACTED,  was  not  crediblle.  Her  report  of  what  happened  was 
significantly  different  from  all  the  other  reports.  Further,  REDACTED  ..COLLATERAL  S 
made  REDACTED... 

This  investigator  determined  that  COLLATERAL  S  is  not  a  credible  reporter. 

COLLATERAL  S's  credibility  was  assessed  by  the  fact  he  reported REDACTED  but 

REDACTED ....  on  three  separate  occasions,  Also,  COLLATERAL  S  stated  the  incident 
that  culminated  in  [patient's]  restraint  began  by  Emmanuel  Batel,  an  MHW  on  Hennessy  2A. 
Mr.  Batel  did  not  work  the  evening  of  March  6,  1994. 

It  is  concluded  that  [patient's]  complaint  filed  immediately  after  the  incident  was  lost  by 
Westborough  State  Hospital  staff.  This  is  evidenced  by  the  second  complaint  filed  by 
INTERVIEWEE  I,  REDACTED  on  May  9,  1994. 


ADDITIONAL  CONCLUSIONS 


It  is  concluded  that  COLLATERAL  S  violated  104  CMR  3.12  §  4,  by  restraining  [patient]  on 
the  evening  of  March  6,  1994.  This  conclusion  was  reached  by  the  fact  COLLATERAL  S 
initiated  the  restraint,  but  this  investigator  did  not  determine  the  restraint  to  have  been  an 
emergency.  This  investigator  did  not  find  "a  substantial  risk.. .the  serious,  imminent  threat  of 
bodily  harm"  to  have  been  present  prior  to  the  restraint.  It  was  documented  [patient]  was 
throwing  chairs,  but  less  restrictive  measures  could  have  been  taken  to  ensure  [patient's] 
safety,  as  well  as  the  other  residents  and  staff  on  the  unit.  It  is  further  concluded 
COLLATERAL  S  violated  the  Restraint  and  Seclusion  Policy  93-1  enacted  by  Commissioner 
Elias  on  May  20, 1993,  during  the  restraint  of  [patient]. 

It  is  concluded  that  COLLATERAL  S  violated  104  CMR  3.12  §  4,  by  restraining  [patient]  in 
a  potentially  injurious  way,  by  grabbing  [patient]  around  the  neck. 

It  is  concluded  that  COLLATERAL  S  and  COLLATERAL  JJJ  violated  104  CMR  3.10  §(7) 
by  attempting  to  restrict  [patient's]  access  to  the  telephone  on  Henley  2A  on  the  evening  of 
March  6,  1994. 

It  is  concluded  that  COLLATERAL  S  violated  104  CMR  15.03  (1)  by  using  an 
"unreasonable. ..degree  of  force. ..not  necessary  to  protect  the  client"  in  initiating  the  restraint 
of  [patient]  on  March  6,  1994. 

It  is  concluded  that  COLLATERAL  S  violated  104  CMR  15.03  (2)  by  swearing  and  yelling 
at  [patient]  the  evening  of  March  6,  1 994. 

It  is  concluded  that  COLLATERAL  S  violated  104  CMR  15.03  (5)  by  restraining  [patient]  on 
March  6,  1994,  without  sufficient  reason  as  defined  by  104  CMR  3.12  §4. 
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It  is  concluded  that  COLLATERAL  LL,   COLLATERAL  G  and  COLLATERAL 
COLLATERAL  FF  violated  104  CMR  (b)  (2)  by  failure  to  report  suspected  mistreatment  of 
[patient]  on  March  6,  1994,  by  COLLATERAL  S.  . 

In  a  Decision  and  Action  Letter  Theodore  Kirousis,  Metro  West  Area  Director,  concluded  that  the 
allegation  of  excessive  force  was  substantiated  and  that  COLLATERAL  S  had  exacerbated  a 
"volatile  situation"  and  exercised  poor  judgment.  Director  Kirousis  REDACTED  COLLATERAL  S 
as  a  result  of  this  investigation. 

In  an  appeal  decision  which  was  rendered  after  an  appeal  by  the  patient,  Valerie  Fletcher,  Deputy 
Commissioner  of  DMH,  concurred  with  the  findings  of  Area  Director  Kirousis.  Deputy 
Commissioner  Fletcher  also  found  that  the  original  complaint  had  been  lost  by  DMH/WBSH 
personnel.  However,  Deputy  Commissioner  Fletcher  found  no  purposeful  behavior  in  losing  the 
complaint. 

The  appeal  also  failed  to  agree  with  the  DPPC  Investigator's  conclusion  regarding  "institutionalized 
reticence"  in  reporting  abuse.  However,  Deputy  Commissioner  Fletcher  did  find  that  mandated 
reporters  had  failed  to  report  abuse  and  requested  "disciplinary  action  with  COLLATERAL  G, 
COLLATERAL  FF,  COLLATERAL  LL  and  COLLATERAL  JJJ  "for  their  failure  to  heed  their 
statutory  obligation  and  report  the  suspected  abuse  of  [patient]  by  COLLATERAL  S." 

According  to  DPPC  Investigation  Report  #13145  COLLATERAL  S's  REDACTED: 

REDACTED 

REDACTED 

REDACTED 


REDACTED 

REDACTED.... 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

In  an  interview  with  a  DPPC  Investigator,  COLLATERAL  S  denied REDACTED 

REDACTED 

REDACTED 

: REDACTED 

REDACTED 

REDACTED 


5  1 


C.   COLLATERAL  L     REDACTED     REDACTED 

According  to  hospital  records,  COLLATERAL  L's  personnel  file  and  the  Investigation  Report  of 
Richard  Pickett,  II  dated  February  22,  1994,  Collateral  L REDACTED 

REDACTED 

REDACTED 

According  to  his  application  for  employment, REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 


In  an  interview  with  this  Investigator,  Alan  Zampini,  when  asked  if  he  had  approved  the  hiring  of 
COLLATERAL  L  asked,  "Did  I  sign  anything?"  When  asked  if  he  remembered  the  hiring  of 
COLLATERAL  L,  Mr.  Zampini  replied,  "I  hired  over  one  thousand  persons."  Later  in  the 
interview  Mr.  Zampini  reported,  "REDACTED." 

In  an  interview  with  this  Investigator,  Barbra  Junkins  reported  that  COLLATERAL  L  REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 


According  to  his  personnel  file  COLLATERAL  L  REDACTED. 

REDACTED 


REDACTED, 


When  asked  about  COLLATERAL  L,  Director  Potter  reported  that  he  "never  saw  anything  that 
concerned  me."  He  did  report  that  RED  ACTED..  COLLATERAL  L.  Director  Potter  reported  that 
he  came  to  WBSH  in  1991.  Director  Potter  reported  that ,  REDACTED  where  COLLATERAL  L 
was  assigned,  was  a  "tough  ward"  with  a  "tremendous  amount  of  violence  up  there."  He  reported 
that  he  had  been  concerned  whether  patients  were  receiving  "treatment  or  intimidation"  and  that 
COLLATERAL  L  "was  part  of  that."  According  to  Director  Potter  RED  AC  TED  was  a  DMU 
[Difficult  to  Manage  Unit  —  only  one  such  unit  presendy  exists  at  Medfield  State  Hospital]  at  the 
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time  of  his  arrival  until  he  "closed  it  in  October,  1993".  Since  the  closing  of  the  DMU  he  reported 
that  there  had  been  a  sharp  decrease  in  the  use  of  restraint  and  seclusion.  When  asked  if  he  had 
been  aware  of  COLLATERAL  L's  REDACTED,  Director  Potter  reported  he  only  became  aware  of 
it  during  the  DMH  Investigation.  (DPPC  Interview  with  David  Potter,  Unit  Director) 

COLLATERAL  HHHH  reported  that  she  had  never  had  any  difficulty  with  COLLATERAL  L, 
had  never  observed  any  inappropriate  behavior  by  COLLATERAL  L  and  had  never  heard  of  any 
complaints  about  him.  (DMH  Interview  with  COLLATERAL  HHHH,  November  17,  1993) 


Previous    WBSH/DMH    Complaints    regarding    COLLATERAL  L 

According  to  WBSH  records  COLLATERAL  L  had  two  complaints  lodged  against  him. 

#1)  According  to  Complaint  Log  #  4/WBSH/92/151,  which  was  filed  by  a  patient  at  WBSH  on 
July  2,  1992,  COLLATERAL  L,  "was  swearing  about  the  nurses  and  supervisors  using  fuck  this 
and  fuck  that  and  everybody  is  an  asshole.  So  he  told  me  not  to  listen,  So  I  told  him  to  shut  up.  He 
told  me  to  get  out  of  the  dayhall.  I  said  NO!!!  The  Charge  nurse  Walter  Grace,  said  that  I  had  every 
right  to  be  upset.  Subsequently,  there  have  been  many  other  complaints  on  his  rude  crude  socially 
unacceptable  behavior.  He  is  disgusting  and  when  i  was  on  1:1  he  sat  at  my  door  with  his  foot  up 
which  weren't  supposed  to  be!  1-1,  and  talking  to  the  other  MHW  which  is  not  allowed!!! 
Furthermore  when  i  was  in  the  quiet  room,  which  i  was  in  for  feeling  suicidal,  they  are  supposed 
to  watch  you  and  I  tried  to  swallow  a  ring  lhave  already  complained  about  this  and  there  was  no 
action  taken,  i  want  this  fucking  asshole,  which  he  has  called  me  many  limes  out  of  here  because 
he  doesn't  give  a  shit  about  anyone  if  someone  doesn't  care  Why  do  they  work  here,  also  he  has 
said  to  another  patient. . .  although  I  would  not  want  her  involved  she  is  a  witness  to  him  calling  me 
a  yo  yo  he  also  said  that  'everybody'  here  is  INSANE!!!  that  is  not  true!!!  he  is  a  pig  and  he 
doesn't  belong  here!!!" 

In  a  "Five  Day  Administrative  Review"  of  the  Complaint,  Maureen  Moineau,  R.N.  wrote,  "I  do 
not  sincerely  feel  [patient]  suffered  any  serious  abuse  regarding  this  particular  complaint 
considering  that  her  primary  concern  was  how  long  the  interview  would  take  because  she  wanted  a 
cigarette.  ...whom  [patient]  listed  as  a  witness,  stated  that  although  she  likes  [patient],  she  has 
never  witnessed  any  inappropriate  behavior  by  COLLATERAL  L  directed  to  [patient]  or  any  other 
patients... Grace  Krauss,  R.N.,  stated  that  COLLATERAL  L  is  loud  in  venting  his  frustrations  and 
creates  tension  with  staff.  Ms.  Krauss  stated  that  she  was  aware  of  [patient's]  complaint  and 
encouraged  her  to  file  a  complaint  regarding  this  issue.  Ms.  Krauss  further  stated  that  neither  staff 
nor  patients  have  directly  reported  any  complaints  regarding  COLLATERAL  L,  except  for 
[patient].  Carol  O'Toole,  R.N.,  described  COLLATERAL  L's  being  a  'REDACTED',  expounding 
on  work  problems  and  situations.  She  added  that  she  had  never  received  a  report  complaining  of 
COLLATERAL  L.  Jennifer  Gary,  R.N.  states  that  she  has  never  witnessed  or  received  any 
reports  of  inappropriate  behavior  regarding  COLLATERAL  L.  Ms.  Gary  reported  that  she  felt  that 
this  issue  is  more  of  a  personality  conflict  than  that  of  misconduct  by  COLLATERAL  L.  She 
closed,  saying  that  perhaps  a  good  reason  for  [patient's]  complaint  is  that  COLLATERAL  L 
follows  regulations  and  [patient]  is  borderline  and  often  tries  to  be  manipulative. . .  Walter  Grace, 
R.N. ...added  that  COLLATERAL  L  did  use  foul  language  during  a  conversation  with  staff  and 
that  [patient]  overheard  him.  Mr.  Grace  stated  that  COLLATERAL  L  is  consistent  and  follows 
rules  and  that  he  feels  that  [patient]  becomes  easily  upset  with  him... . " 

RN  Moineau  recommended  "closer  supervision  of  COLLATERAL  L. . ."  The  report  also  indicated 
that  COLLATERAL  L  was  on  Industrial  Accident  leave  and  was  not  interviewed  for  the  review. 
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A  review  of  DPPC  records  indicated  that  no  report  of  this  complaint  was  received  by  the  DPPC 
Hotline. 

#2)  According  to  Complaint  Log  #  4/WBSH/92/182A,  which  was  filed  July  24,  1992,  by  a 
patient  at  WBSH,  concerning  the  behavior  of  COLLATERAL  L,  the  patient  wrote, 
"COLLATERAL  Lwas  watching  me  in  seclusion  when  I  was  being  held  for  the  use  of  obscenities. 
He  said  he  would  fight  me  if  I  would  come  out  in  the  hall.  He  said  my  mother  must  be  a,  'fucking 
pig ',  to  have  children  like  me. " 

According  to  Complaint  Log  #  4/WBSH/92/182B,  which  was  filed  August  20,  1992,  by  the  same 
patient  at  WBSH,  concerning  COLLATERAL  L's  behavior,  the  patient  wrote,  "To  COLLATERAL 
L's  own  confession  he  has  had  a  personal  problem  w/  me  from  Day  1. 1  call  it  sick,  severe  patient 
abuse!  I  wish  to  see  and  investigator  please.  I  will  talk  to  whomever  is  willing  to  look  into  this 
matter.  Right  now  I  rest  in  no  position  to  Mental  Abuse  from  COLLATERAL  L  to  write  any 
further.  I  want  him  fired  on  the  spot.  I  do  not  have  to  put  up  with  this  neither  does  any  of  the  other 
patients. 

Both  Complaints  were  investigated  by  Gail  Hnatiow,  speech  language  pathologist  at  WBSH,  and 
her  investigation  report  was  filed  September  22,  1992.  Included  in  her  report  was  the  following 
relevant  information: 

When  interviewed,  [patient  A]  stated  'COLLATERAL  L  does  not  like  me.  That's  why  he  said 
it'.  He  asserted  that  COLLATERAL  L  said  the  above  words  'my  [PATIENT A' s]  feeling  was 
anger.  I  was  inside,  he  (COLLATERAL  L)  was  outside  (the  seclusion  room). '  [patient  A] 
stated  he  was  overwhelmed  with  anger  incapable  of  speaking. 

[Patient  B]  stated  that  COLLATERAL  L  needs  to  know  that  he  can't  make  out  mental  patients 
not  to  know  any  thing... He  [COLLATERAL  L]  doesn't  think  too  well  of  me.  "In  reality  he's 
projecting  the  kind  of  person  he  is  on  to  me... I  don't  think  he  likes  women.  COLLATERAL  L 
being  an  unkind  person  at  heart  and  trying  to  cover  that  up  with  ultra  sick  patients.  If  you  buck 
COLLATERAL  L  one  time  you  will  become  a  victim  all  the  time  you're  in  the  hospital. " 

COLLATERAL  L  reported... She  [patient  B]  has  problems  with  me.  I  set  limits  because  it's  my 
job.  I'm  not  going  to  stop  doing  my  job.  [patient  B]  and  [another  patient]  have  a  clash  of 
personality  to  get  me  fired.  I  have  the  worst  rapport  on  the  ward  with  borderlines.  I  find  it 
difficult,  several  years,  it's  wearing  on  me.  They  hate  to  be  told  to  do  sortiething 
(redirection)... my  job  is  to  be  out  there  moving,  when  they  have  to  be  redirected,  I  do  my  job. 
(As  the  interview  ended,  COLLATERAL  L  referred  to  punishing  the  patients  and  then 
corrected  himself  and  used  the  word  redirect.) 

In  her  conclusions  Gail  Hnatiow  wrote: 

1)  It  does  not  appear  possible  to  substantiate  the  specified  allegation  of  verbal  abuse  in  Part  A. 
or  mental  abuse  as  stated  in  writing  in  Part  B. 

2)  Several  patients  do  not  like  him. 

3)  Staffs  impressions  of  COLLATERAL  L  appear  to  be  consistent.  He  is  perceived  a  firm  limit 
setter.  However,  he  may  be  overdoing  his  job,  he  may  lack  judgment  as  to  when  and  when  not  to 
be  assertive  and  not  appropriate  for  a  mental  health  treatment  setting.  It  appears  that  his  concept  of 
redirection  is  highly  authoritarian.  It  is  considered  significant  that  he  used  the  word  punish  in 
connection  with  his  role  in  dealing  with  patient's  behavior  and  then  self  corrected  and  said  redirect. 
Both  he  and  staff  have  stated  that  he  has  a  particular  problem  dealing  with  patients  having 
REDACTED..". 
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In  a  decision  and  action  letter  dated  September  30,  1992,  Rae  O'Leary,  Area  Director,  wrote  the 
following  relevant  information: 

. . .  The  allegations  of  cerebral  and  emotional  abuse  are  not  substantiated. 

There  were  no  witnesses  to  the  allegation  of  verbal  abuse  and  all  of  the  seven  staff  interviewed 
plus  several  patients  agree  that  they  have  never  heard  obscene  language  from  the  person 
complained  of. . . 

A  theme  that  runs  through  these  allegations  is  limit  setting.  The  person  complained  of  is 
described  as  a  strict  limit  setter.  He  acknowledges  that  he  has  a  difficult  time  dealing  with 
..REDACTED.,  clients.  When  speaking  with  the  investigator  he  used  the  word  "punish"  and 
quickly  changed  that  to  "redirect. " 

I  will  instruct  the  Director  of  Nurses  to  ensure  that  this  employee  receives  increased  supervision 

around  effectively  caring  for  patients REDACTED She  will  also  ensure  that  the 

person  complained  of  receives  increased  supervision  concerning  effective  use  of  limit  setting 
combined  with  appropriate  flexibility  when  indicated. 

A  review  of  DPPC  records  indicated  that  no  report  of  these  complaints  was  received  by  the  DPPC 
Hotline. 


REDACTED. 


REDACTED. 
REDACTED. 
REDACTED. 
REDACTED. 


According  to  a  newspaper  account  located  in  the  Worcester  Telegram  &  Gazette,  COLLATERAL 
L    REDACTED 

REDACTED..... 

REDACTED 

REDACTED 

REDACTED 


REDACTED. 

REDACTED. 
REDACTED. 

REDACTED 


According  to  a  Worcester  Telegram  &  Gazette  newspaper  account  REDACTED,  COLLATERAL  L 
REDACTED  
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COLLATERAL  L REDACTED COLLATERAL  HHHH  signed  COLLATERAL 

L's  REDACTED 

REDACTED 


On  December  REDACTED,  ..REDACTED...  COLLATERAL  L,  arising  out  of  the  events  of 
August  12,  1993,  REDACTED.  According  to  Court  Records  in  a  Decision  signed  by  Justice 

Austin  T.  Philbin  in  Docket  #  9362  JC  2047, REDACTED..., REDACTED 

REDACTED 


D.     INTERVIEWEE  III  REDACTED 

According  to  INTERVIEWEE  HI'S  personnel  file REDACTED.. 

Also  located  in  INTERVIEWEE  Ill's  personnel  file  ....REDACTED. 
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According  to  his  personnel  file,  INTERVIEWEE  HI  „„„RED ACTED. 


On  September  27,  1994,  INTERVIEWEE  HI  testified  in  a  Show  Cause  Hearing  at  WBSH  on 
behalf  of  COLLATERAL  L.  He  is  a  "...REDACTED...."    INTERVIEWEE  ffl  testified  that,  at  the 
time  of  his  testimony,  he  was  RED ACTED...."RED ACTED."  INTERVIEWEE  ffl  testified  that  he 
had  participated  in  "REDACTED"  of  restraints  and  that  he  was  generally  called  upon  to  assist 
during  crises  because  "REDACTED...." 

At  the  writing  of  this  Investigation,  INTERVIEWEE  IH.. RED  ACTED 

Previous  WBSH/DMH  Complaints  regarding  INTERVIEWEE  III: 

INTERVIEWEE  III  had  no  previous  non-frivolous  complaints  while  employed  at  WBSH. 
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.REDACTED. 


E.    COLLATERAL  HH  REDACTED      REDACTED 

According  to  COLLATERAL  HH's  Application  for  Employment  at  WBSH  ...REDACTED... 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

COLLATERAL  HH's  personnel  file  indicated  ...REDACTED.  Included  in  his  personnel  file  were 
the    following: REDACTED 

REDACTED 


.REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
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.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 


According  to  WBSH,  COLLATERAL  HH's  personnel  file 

REDACTED 

REDACTED 


Previous  WBSH/DMH  Complaints  regarding  COLLATERAL  HH: 

According  to  Department  of  Mental  Health  records,  COLLATERAL  HH  has  ..REDACTED., 
complaints  concerning  ..REDACTED...  at  WBSH.  Included  in  Complaints  concerning 
COLLATERAL  HH  are  the  following: 

+  1 .)      Complaint  Log  #4/WBSH/92/2465B  dated  10/6/92,  which  was  filed  by  a  patient.  The 
Complaint  alleged,  "I  was  joking  with  COLLATERAL  HH  near  the  door  of  admissions  when  he 
opened  the  door  I  ran  to  the  entrance.  I  then  realized  someone  could  get  hurt  and  I  stopped.  I  was 
pinned  down  and  COLLATERAL  HH  was  on  my  chest  and  spit  four  times  in  my  face.  The  next 
day  I  asked  for  an  apolgee  [sic]  in  front  of  Joe  Suss.  COLLATERAL  1 1 1  said  you  deserved  to  be 
spit  on. " 

According  to  an  Investigation  Report  dated  October  28,  1992,  the  Complainant  reported  that 
COLLATERAL  HH  "spit  in  his  face  because  he  was  angry."  The  Complainant  also  reported  that 
COLLATERAL  HH  said  something  with  the  word  "fuck"  in  it.  The  Complainant  also  reported  that 
he  was  placed  in  the  "four  point  room"  but  was  not  placed  in  restraints.  Joe  Suss,  MHW  n, 
reported  to  the  investigator  that  COLLATERAL  HHH  had  "pinned"  the  complainant  down  and  his 
face  was  "very  close  to  [the  Complainant].  He  may  have  been  speaking  and  the  act  of  speaking 
may  have  left  the  impression  that  COLLATERAL  HH  was  spitting  (perhaps  some  saliva  was 
expelled  during  speaking)."  MHW  Suss  denied  hearing  any  abusive  language.  MHW  IE  Brian 
Smith  denied  that  COLLATERAL  HH  spit  in  the  Complainant's  face.  He  made  no  comment 
concerning  abusive  language.  MHW  I  Stolakis  reported  that  COLLATERAL  HH  and  the 
Complainant  "had  a  few  words"  but  denied  that  COLLATERAL  HH  spit  on  the  Complainant.  The 
investigator  concluded  that  "There  is  no  evidence  or  reason  to  suspect  that  COLLATERAL  HH  spit 
on  [the  Complainant's]  face. .  .COLLATERAL  HH  has  no  reason  to  apologize. 

The  investigation  did  not  draw  a  conclusion  concerning  the  alleged  abusive  language,  although 
required  under  104  CMR  24.00. 

On  November  4,  1992,  Rae  O'Leary,  Area  Director,  wrote  in  a  decision  and  action  letter 
concerning  the  above  complaint,  in  part: 

. .  .1  conclude  that  the  allegation  that  the  person  complained  of  spit  in  the  complainant's  face 
during  a  take  down  is  unsubstantiated. 

...The  intervention  to  prevent  this  required  an  emergency  take  down  to  which  there  were  many 
witnesses.  No  one  saw  the  person  complained  of  spit  in  the  complainant's  face  nor  does  anyone 
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have  any  reason  to  believe  he  would  behave  in  this  manner. .  .1  do  not  believe  any  action  is 
warranted. 

An  examination  of  DPPC  records  revealed  that  no  report  was  made  to  the  DPPC  concerning  the 
above  complaint. 

2.)        Complaint  Log  #4/WBSH/93/080,  dated  March  16,  1993,  which  was  filed  by  a  patient. 
The  Complaint  alleged,  "After  eating  part  of  my  meal,  I  started  out  of  the  Day  Room  to  go  to  the 
bathroom,  COLLATERAL  BBBB  blocked  my  path  and  said,  'Put  your  tray  away. '  I  started 
walking  toward  my  tray  and  COLLATERAL  HH  blocked  my  path.  I  told  him  I  was  going  to  put 
my  tray  at  the  half-door.  He  said  'No,  you're  not',  grabbed  my  leg  and  lifted  My  head  hit  the 
formica  shelf  on  the  side  of  the  room,  then  hit  the  wooden  side  of  a  chair,  then  the  floor.  As  I  lay 
on  the  floor  face-down  one  of  the  attendants  grabbed  my  right  foot  and  snapped  my  lower  right  leg 
(my  arthritic  knee)  diagonally  at  the  knee,  an  unnatural  position.  Then  I  was  carried  to  seclusion 
and  put  on  restraints  even  though  I  didn't  raise  a  hand. " 

On  March  19,  1993,  Eleanor  Sullivan,  Area  Director  (Acting),  wrote  to  all  parties  to  the 
Complaint.  Included  in  that  letter  was  the  following  relevant  information: 

The  Director  of  Quality  Assurance  confirmed  through  medical  record  documentation  and 
discussion  with  the  Nurse  Manager  that  there  was  a  restraining  event  with  the  complainant  on 
2/12/93  around  noon  time.  According  to  documentation,  the  complainant  was  quite  paranoid 
keeping  a  distance  of  about  7-8  feet  between  himself  and  others.  He  became  upset  about  his  food 
tray  and  became  verbally  abusive  and  started  slamming  windows.  Staff  approached  him  and 
offered  the  use  of  the  quiet  room,  but  the  complainant  continued  to  escalate.  Staff  intervened  to 
bring  him  to  a  quiet  area  and  he  became  assaultive  requiring  four  point  restraint.  He  complained 
of  a  "rug  burn"  and  this  was  reported  to  the  nurse  practitioner  who  came  to  examine  him.  He 
refused  the  exam  but  demanded  an  MRI  be  done.  Two  other  physicians  attempted  to  see  him.  He 
continued  to  refuse  the  exam  and  accused  the  physicians  of  switching  identities.  A  process 
meeting  was  held  by  the  Nurse  Manager  and  a  plan  was  initiated  to  allow  the  complainant  more 
space.  It  was  believed  that  staff  approaching  him  to  intervene  had  a  paradoxical  effect.  The  new 
plan  called  for  one  attempt  at  redirection  and,  if  this  was  ineffective,  male  should  seek  out  female 
staff  to  intervene  with  the  complainant.  Apparently,  the  complainant  had  a  history  of  homophobia 
and  the  team  believed  he  would  respond  better  to  interventions  by  females. 

I  do  not  believe  any  action  is  necessary  other  than  a  referral  to  the  Medical  Director  to  ensure  that 
another  attempt  is  made  to  physically  examine  the  complainant. 

There  was  no  examination  or  investigation  of  the  allegations  made  by  the  above  Complainant, 
particularly  the  allegation  of  excessive  force  utilized  in  the  restraint  and  the  necessity  of  the 
restraint.  Further,  a  examination  of  DPPC  records  revealed  that  no  report  was  made  to  the  DPPC. 

3.)        Complaint  Log  #4/WBSH/93/302,  dated  October  13,  1993,  was  reported  by  a  patient  at 
WBSH.  According  to  the  Complaint,  which  was  filled  out  by  COLLATERAL  JJJ,  the  "patient 
reported  to  two  separate  MHW's  that  COLLATERAL  HH  was  feeding  him  coffee  in  the  morning 
and  fondling  his  genitals."  COLLATERAL  JJJ  further  wrote,  Pt.  reported  incident  to  a  MHW  <£ 
2ndMHW  in  the  presence  of  other  pts.  in  the  day  hall.  The  pt.  refused  to  fill  out  a  complaint  form 
or  have  one  filled  out  in  his  behalf.  He  was  also  offered  that  Kermit  Brown  [Human  Rights 
Officer]  be  notified.  This  he  also  refused.  He  only  wanted  to  talk  to  Dr.  James  as  he  was 
embarrassed.  The  MHW's  reported  this  incident  to  ....REDACTED.  ,  COLLATERAL  UU.  The 
patient  at  no  time  shared  this  information  with  her.  The  MHW's  did  not  feel  comfortable  filling  out 
a  complaint  form  as  they  did  not  witness  the  alleged  abuse  &  the  patient  was  adamant  in  his 
refusal.  I  left  a  message  for  Kermit  Brown  regarding  this  incident  &  notified  the  Exec,  on  call 
Pedra  Barbosa.  The  incident  was  documented  in  the  patient's  chart.  I  reported  that  abuse  to  the 
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night  supervisor  (G.  T.)  &  suggested  that  the  MHW  involved  be  removed  from  the  unit  until  the 
matter  is  investigated. 

The  DPPC  Hotline  was  also  notified  of  the  allegations  by  COLLATERAL  JJJ  and  the  report  was 
screened  in  by  DPPC  Screeners  as  DPPC  #  REDACTED.  The  intake  was  assigned  to  the  DMH  for 
investigation. 

The  Complaint  was  assigned  to  Michelle  Morey,  Senior  Adjunct  Investigator  for  the  DMH.  [This 
also  included  investigating  DPPC  #  11251  for  the  DPPC]  In  her  conclusions  Investigator  Morey 
reported,  "...the  alleged  sexual  abuse... was  not  witnessed  by  any  other  staff  person  or  client...  the 
allegation  of  giving  the  complainant  coffee  in  his  bedroom. .  .was  not  witnessed  by  any  other  staff 
person  or  client... Because  of  the  lack  of  physical  evidence,  witnesses  to  the  alleged  abuse,  and  the 
mental  status  of  the  complainant  at  the  time  of  the  reported  incident,  the  allegations  of  sexual  abuse 
and  of  giving  the  complainant  coffee  in  his  bedroom. .  .cannot  be  substantiated. " 

On  November  5,  1993,  Eleanor  Sullivan,  Area  Director  (Acting)  wrote,  in  her  decision  and  action 
letter,  the  following  important  information: 

The  complaint  had  contained  allegations  of  staff  to  client  sexual  misconduct  and  the  serving  of 
caffeinated  coffee  to  a  client  by  staff.  The  evidence  gathered... does  not  support  the  allegations  in 
any  manner.  Therefore,  no  further  action  will  be  taken. " 

4.)        Complaint  Log  #4/WBSH/94/018,  dated  January  31,  1994,  was  reported  by  a  patient  at 
WBSH.  According  to  the  Complaint,  "[patient]  was  in  line  waiting  for  11:00  cig.  Thought  we  get. 
two  cigs.  at  11:00  and  asked  COLLATERAL  HH  that  was  on  desk.  COLLATERAL  HH  said 
CLIENT  IX  look  at  the  God  Damn  Schedule  and  find  out  for  yourself.  Then  CLIENT  IX  left  the 
half  door  to  go  sit  and  smoke.  Then  COLLATERAL  HH  came  out  of  the  office  came  over  to  where 
CLIENT  IX  was  sitting  said  you  don 't  want  to  play  games  with  me  and  said  you  don 't  want  to 
smoke  do  you.  Then  said  give  me  the  cig.  took  it  while  it  was  lit  and  put  it  out  crumbled  it  up  put 
in  the  ashtray  then  said  now  you  don't  have  a  cig  and  pushed  the  ashtray  off  the  edge  of  the  chair 
and  fell  off  CLIENT  IX.  Then  COLLATERAL  HH  told  CLIENT  IX  to  leave  the  day  hall  or  he 
will  personally  carry  his  ass  out. 

The  Complaint  was  assigned  to  Michelle  Morey,  Senior  Adjunct  Investigator  for  investigation.  In 
her  conclusions  Investigator  Morey  reported, ..  At  REDACTED  on  REDACTED,  during  the 
passing  out  of  cigarettes,  a  conflict  did  arise  between  [patient]  and  COLLATERAL  HH  concerning 
the  number  of  cigarettes  allowed  on  REDACTED  Unit... Because  of  the  inappropriate  behavior 
displayed  by  [patient],  the  patient  was  redirected  by  COLLATERAL  HH  to  move  away  from  the 
Day  Hall  half  door  several  times  and  again,  was  redirected  to  exit  the  Day  Hall  to  which  patient 
complied  voluntarily ..  All  persons  offered  by  the  Parties  to  the  Complaint  as  potential  witnesses 
could  not  provide  collateral  information  to  the  allegations ..  .Supervisors ,  co-workers  and 
associated  clients  attest  to  COLLATERAL  HH's  exemplary  work  ethics,  noting  his  consistency 
with  limit-setting,  fairness  and  appropriate  verbalization  with  patients... [Complainant] "s  allegations 
on  behalf  of  [patient]  citing  threatening  and  verbal  abuse  as  alleged  in  complaint.  ..cannot  be 
substantiated. 

In  a  decision  and  action  letter,  Theodore  Kirousis,  Area  Director,  wrote  the  following  relevant 
information: 

...The  evidence  collected  during  the  course  of  the  investigation  fails  to  substantiate  the  allegation 
that... COLLATERAL  HH  spoke  abusively  to  [patient]  in  response  to  [patient's]  request  for  two 
cigarettes. . . 
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In  his  Analysis  Of  The  Findings,  Area  Director  Kirousis  wrote: 

...The  evidence  about  COLLATERAL  HH's  choice  of  words  when  he  redirected  [patient  J  is 
inconclusive,  but  based  on  COLLATERAL  HH's  work  history  and  testimony  from  his 
supervisors,  co-workers,  and  patients  about  the  quality  of  his  work,  I  believe  we  should  assume 
that  he  was  appropriate. 

In  the  Action  section  of  the  letter,  Area  Director  Kirousis  wrote,  in  part: 

I  do  not  believe  additional  action  is  necessary  at  this  time,  especially  in  light  of  COLLATERAL 
HH's    ...REDACTED... 

No  report  of  these  allegations  was  received  by  the  DPPC. 

5.)        Complaint  Log  #4/WBSH/94/194  A  was  reported  by  COLLATERAL  W,  on  August  2, 
1994.  According  to  COLLATERAL  W: 

/  am  filing  a  grievance  against  COLLATERAL  HH.  When  [patient]  was  sitting  on  his  bed, 
COLLATERAL  HH  was  standing  right  beside  him  trying  to  talk  to  him.  I  was  standing  beside 
COLLATERAL  HH.  COLLATERAL  HH  was  telling  [patient]  that  he  had  some  food  in  his 
pocket.  Pt  exposed  part  of  his  left  front  pocket  to  all  staff.  Only  a  few  dollars  were  visible  but 
staff  wanted pt  to  empty  his  pocket,  [patient]  replied,  'no  way!'  Staff  then  found  some  oranges 
hidden  in  the  bedroom  window,  [patient]  peeled  one  of  the  oranges  and  threw  a  peel  at 
COLLATERAL  HH.  He  then  threw  another  peel  at  me.  I  toldpt  to  stop.  Where  upon  pt  became 
angry  at  COLLATERAL  HH.  He  stood  up  and  cocked  his  fist  at  him.  I  tried  to  get 
COLLATERAL  HH  into  a  safer  position,  but  he  grabbed  pt  and  took  him  down  onto  the  bed.  He 
put  his  left  hand  around  pt's  neck,  appearing  to  choke  him,  [patient]  rolled  over  and  I  tried  to 
hold  [patient's]  arm  but  he  was  pulling  at  my  watch,  so,  I  then  grabbed  his  right  arm  and  him. 
[patient]  continued  to  swear  at  COLLATERAL  HH,  screaming  &  talking  loudly.  I  also  saw 
COLLATERAL  HH  restrain  [patient]  by  putting  his  foot  on  his  jaw. 

Complaint  Log  #4/WBSH/94/194  B  —  which  concerned  the  same  event  —  was  reported  by  a 
patient  at  WBSH  On  August  9,  1994.  The  patient  wrote,  "I feel,  not  right  on  it  so  I  began  angry. 
Tliis  is  happen  start.  I  shout  to  stop  because  of  a  lot  of  pain.  He  don't  stop,  that  he  keep  cure  & 
push  to  hard  upper  of  my  right  arm.  Also  hurt  my  knee  cap.  Also  crab  my  throat  where  swallow  it. 
Also  my  neck  is  stilling  while  turn  around.  Both  arms  still  hurt  while  restrain.  Also  some  bruises 
on  right  knee  &  shoulder  &  neck.  While  I  scream  to  stop  because  of  pain  I  did  stop,  but  he  don 't. 
He  keep  going.  I  did  yell  to  stop  bet  he  keep  going  on  pull  my  right  shoulder  of  right  arm.  "  The 
patient's  complaint  was  referred  to  Theodore  E.  Kirousis. 

On  August  2,  1994,  Joanne  Cremins,  RN  4,  Adjunct  Investigator,  was  appointed  by  Theodore  E. 
Kirousis,  Area  Director,  Metro  West  Area  DMH  to  conduct  an  investigation.  According  to  RN 
Cremins'  Investigation  Report,  COLLATERAL  U  notified  the  DPPC  of  the  allegations  in  the  two 
Complaints  on  September  13,  1994,  and  the  report  was  screened  in  by  DPPC  Screeners,  DPPC 
#1431 1.  The  client  in  this  investigation  was  ..REDACTED.,  who  was  a  patient  on  REDACTED 
Unit  at  WBSH.  According  to  RN  Cremins'  report,  the  client  wrote  on  the  restraint  form  in  the 
Patient  Comments  Section,  "I  wish  that  staff  don't  hurt  any  patients  too  much  while  restrain  or 
arrest.  Just  tell  them  to  go  where  is.  That  is  all  I  said  for  now."  An  examination  by 

Kamalika  Weeratne,  M.D.,  revealed  " REDACTED 

REDACTED " 

In  her  conclusions  RN  Cremins  wrote: 

"COLLATERAL  HH  did  place  his  left  foot  on  CLIENT  VIII  's  right  neck/shoulder  area  as 
evidenced  by  COLLATERAL  HH's  statement  COLLATERAL  HH's  testimony  and  his 
employee  file  confirm  that  ...REDACTED. ..Restraint  and  Seclusion  Training... 
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COLLATERAL  HH  used  poor  judgment  in  exercising  his  attempt  to  retrieve  the  food  from 
[patient].  This  poor  judgment  was  exhibited  by:  A.  Failing  to  communicate  his  concerns  to  a 
more  senior  Nursing  staff  person,  prior  to  approaching  the  patient;  B.  His  choice  of  location  to 
confront  and  execute  the  pocket  search;  C.  Taking  it  upon  himself  to  confront  the  patient,  while 
knowing  [the  patient's]  opinion  of  him  and  of  his  lack  of  communication  skills,  i.e. 
REDACTED  D.  Confiscation  of  additional  food  items  from  the  window  sill  in  the  mist  of 
confronting  the  patient... The  allegation  of  staff  to  patient. .  .physical  abuse  as  alleged... during  a 
restraint  process  which  occurred  on  August  1,  1994  on  REDACTED  Unit  could  be 
substantiated. " 

On  April  24,  1995,  Theodore  Kirousis,  Area  Director,  completed  a  decision  and  action  letter. 
Important  information  from  that  letter  included: 

...The  preponderance  of  the  evidence  collected  during  the  course  of  the  investigation. .  .has 
substantiated  the  allegations  contained  in  the  complaint. . . 

...Nursing  Administration  must  embark  upon  a  comprehensive  analysis  of  staff  attendance  at 
mandated  courses. . . 

The  Assistant  Director  of  Nurses  will  review  mandated  reporting  responsibilities  with 
COLLATERAL  W in  documented  supervision  and  will  take  appropriate  disciplinary  action  for  a) 
his  failure  to  report  abuse  in  a  timely  and  complete  manner  and  b)  his  failure  to  respond  in  a 
totally  truthful  manner  during  an  investigation. 

I  am  asking  Mr.  Scheibel  to  ensure  that  these  actions  are  carried  out  and  that  I  receive 
documentation  of  their  outcome. 

A  report  of  abuse  was  filed  with  the  DPPC  on  September  13,  1994,  over  one  month  after  a 
complaint  was  filed  at  Westborough  State  Hospital. 

It  is  noted  that  the  requirement  in  Area  Director  Kirousis'  decision  and  action  letter  that 
"documentation  of  this  complaint  and  the  findings  of  the  investigation  are  placed  in  his  personnel 
file"  may  not  have  been  complied  with.  When  a  copy  of  COLLATERAL  HH's  personnel  file  was 
supplied   to   this   Investigator   REDACTED 

REDACTED 


REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 


COLLATERAL  HH  ....REDACTED the  Department  of  Mental  Health  .... 

F.  COLLATERAL  MM   REDACTED   REDACTED 


In  an  undated  application  for  employment  at  WBSH,  COLLATERAL  MM  ..REDACTED. 
REDACTED 
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REDACTED 
.REDACTED 


COLLATERAL  MM's  personnel  file  also  indicated..! REDACTED. 

REDACTED 

REDACTED 


According  to  his  personnel  file  COLLATERAL  MM  REDACTED. 

REDACTED 


.REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 


REDACTED 

Previous    WBSH/DMH    Complaints    regarding    COLLATERAL  MM 

According  to  WBSH/DMH  records  COLLATERAL  MM  has  ....REDACTED  complaints 
concerning  REDACTED 

#1)  On  July  5,  1994,  a  Complaint  Form  [Complaint  Log  #04/WBSH/94/175]  was  completed  by  a 
patient  at  WBSH.  The  complaint  alleged,  "COLLATERAL  BB  punched  [another  patient  at  WBSH] 
in  the  face  and  kicked  him  in  the  ribs  when  he  was  downed  [unintelligible]  his  hands  in  my  face 
with  angry  look  on  his  face  and  threatening  tone  of  voice  and  physical  angry  body  language  and  so 
does  COLLATERAL  MM  who  threatened  me  this  morning  with  room  time  for  the  day  for  doing 
nothing  although  he  did  not  send  me  to  bed " 

According  to  the  DMH  the  104  CMR  24.00  investigation  report  had  not  been  completed 
concerning  these  allegations  at  the  time  this  Commissioners'  Investigation  Report  was  completed. 

A  review  of  DPPC  records  indicated  that  no  report  concerning  the  above  allegations  was  received 
by  the  DPPC. 

#2)  On  December  2,  1994,  COLLATERAL  YY  at  WBSH,  completed  a  Complaint  Form  which 
was  assigned  Complaint  Log  #4/WBSH/94/297  Included  in  the  complaint  was,  "Client  reports 
multiple  incidents  when  employee  had  allegedly  touched  her  hair,  nose,  rubbed  her  back  when 
client  said  'stop'  employee  would  stop,  [patient]  alleges  employee  would  re-initiate  touching 
behavior.  Client  also  reports  being  uncomfortable  by  remark  made  by  employee  -  Are  you  getting 
out  of  bed. .  .1  miss  your  company  sitting  beside  me  in  the  day  hall. . . '  Client  states  she  has  not  told 
employee  that  his  actions/statements  have  made  her  uncomfortable.  Client  has  history  of  cognitive 
distortions. "  COLLATERAL  YY  also  filed  a  report  with  the  DPPC  on  December  2,  1994,  which 
was  screened  in  by  DPPC  Screeners  as  DPPC  #15090 
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The  report  was  forwarded  to  the  DMH  by  the  DPPC  for  investigation  on  December  5,  1994.  An 
investigation  was  conducted  by  Roberta  Dunn  RN,  Adjunct  Investigator,  under  the  auspices  of  104 
CMR  24.00  and  M.G.L.  C.19C.  Among  her  conclusions  RN  Dunn  wrote: 

COLLATERAL  MM  admitted  to  touching  [patient].  COLLATERAL  MM  felt  his  actions  were 
clinical  in  nature  and  were  carried  out  to  promote  client  safety. 

All  staff  interviewed  during  the  course  of  this  investigation  denied  observing  COLLATERAL 
MM  touching  [patient]  and  could  not  provide  testimony  to  corroborate  [patient's]  allegations. 

A  review  of  COLLATERAL  MM's  personnel  records  revealed REDACTED 

REDACTED 


COLLATERAL  MM  did  REDACTED  1994  Westborough  State  Hospital  training  sessions 
offered  to  Mental  Health  Workers,  one  of  which  was  a  lecture  on  ...REDACTED... 

Allegations  set  forth  in  the  Disabled  Persons  Protection  Commission  (DPPC)  19C  Intake  form 
#15090  claiming  that  COLLATERAL  MM  inappropriately  touched  client. .  .at  variable  times 
during  her  course  of  treatment  at  WBSH  could  not  be  substantiated 

In  a  Decision  and  Action  Letter  dated  March  28,  1995,  Theodore  Kirousis,  Area  Director,  wrote 
the  following  important  information: 

The  preponderance  of  evidence  collected  during  the  course  of  the  investigation  fails  to 
substantiate  the  allegations.  However,  a  review  of  this  matter  indicates  a  need  for  active  formal 
and  continuous  training  of  direct  care  staff  in  the  management  of  Post  Traumatic  Stress  Disorder 
(PTSD)  patients. 

...There  were  no  witnesses  to  the  alleged  occurrences,  although  COLLATERAL  MM  had  a 
vague  memory  of  [patient's]  therapist  being  in  the  room  at  the  time  he  tapped  her  shoulder. 

Social  workers  and  supervising  Registered  Nurses  spoke  highly  of  COLLATERAL  MM's 
character  and  work  performance,  stating  they  had  never  observed  him  touch  or  behave 
inappropriately  with  female  patients. 

...COLLATERAL  MM  may  now  resume  his  usual  responsibilities. 

REDACTED 

REDACTED 


REDACTED. 
REDACTED. 

.REDACTED. 

REDACTED. 
REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
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It  is  noted  that  COLLATERAL  MM.. ..REDACTED. 
REDACTED 


At  the  writing  of  this  report  COLLATERAL  MM  REDACTED 

G.    INTERVIEWEE  V       REDACTED  REDACTED 

REDACTED 


INTERVIEWEE  V's  personnel  file  indicates 

REDACTED. 


According  to  his  personnel  file  INTERVIEWEE  V 


.REDACTED. 


Also  located  in  INTERVIEWEE  V's  personnel  file 
REDACTED. 
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Previous  WBSH/DMH  Complaints  regarding  INTERVIEWEE  V: 

* 

According  to  WBSH/DMH  records,  INTERVIEWEE  V  has  not  been  the  subject  of  any  non- 
frivolous  Complaints  alleging  possible  patient  abuse  or  omission  of  care. 

REDACTED 

At  the  writing  of  this  Investigation  Report,  Interviewee  V  ...REDACTED 


H.     INTERVIEWEE  VII  REDACTED  REDACTED 

According  to  his  personnel  file  at  WBSH,  REDACTED 

REDACTED 


According  to  his  personnel  file  INTERVIEWEE  VII  REDACTED. 


According  to  his  personnel  file  INTERVIEWEE  VII REDACTED. 


REDACTED. 


REDACTED. 


According  to  his  personnel  file  INTERVIEWEE  VII  REDACTED. 


REDACTED. 


REDACTED. 
.REDACTED. 
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.REDACTED. 


.REDACTED. 


In  an  interview  with  this  Investigator,  Barbara  Junkins,  Assistant  Director  of  Nursing,  when  asked 
about  INTERVIEWEE  VII,  reported  that  INTERVIEWEE  VII  "works  better  in  open  housing." 
She  reported  that  he  has  a  "tough  time  with  people  who  confront  him"  and  that  he  "doesn't  like  to 
be  challenged." 

In  an  interview  with  this  Investigator  Kermit  Brown,  Human  Rights  Officer  for  WBSH,  reported 
that  INTERVIEWEE  VTI  had  changed  his  story  in  a  previous  investigation  and  that  he  was 
generally  an  unreliable  reporter. 

DMH  Investigator,  Richard  Pickett,  reported  that  INTERVIEWEE  VII  had  been  an  unreliable 
reporter  in  previous  investigations  conducted  by  him  or  his  staff. 

When  asked  during  DPPC  interview  if  he  had  ever  changed  his  story  in  another  investigation 
INTERVIEWEE  VII  stated,  "No." 

Previous  WBSH/DMH  Complaints  regarding  INTERVIEWEE  VII: 

According  to  WBSH/DMH  records,  INTERVIEWEE  VII  has REDACTED.. 

complaints: 

1.)  On  November  10,  1992  a  client  filed  a  Complaint,  Log  #4/WBSH/92/304  in  which  she  wrote. 
. .  .Patient  attempted  to  secure  a  chair  which  was  being  used  as  afootrest  by  another  patient.  Above 
staff-person  [INTERVIEWEE  VII]  literally  screamed  -  from  across  a  crowded  room  shouting 
incomprehensible  and  garbled  -  orders  -.  His  behavior  was  embarrassing  and  upsetting  to  patient 
his  attitude  was  incorrect,  his  tone  of  address  was  utterly  inappropriate.  This  man  has  exhibited 
extreme  behavior  such  as  this  before,  both  toward  patient  and  other  women.  Patient  is  a  female, 
also.  Recommended  that  this  staff  person  not  be  allowed  to  work  with  women  -  he  appears  to 
believe  that  women  are  children  who  should  be  shouted  at  and  disciplined  no  matter  what  age  they 
are... 

The  DMH  conducted  a  "Five  Day  Administrative  Review"  which  was  completed  on  November  13, 
1992  by  David  Potter,  LICSW  at  WBSH.  According  to  the  review  report,  ...There  was  no 
documentation  in  the  medical  record  relative  to  the  patients  complaint  or  the  incident  as  described 
by  the  patient..., INTERVIEWEE  VII  remembered  redirecting  [patient]  on  the  day  in  question.  He 
recalled  her  trying  to  move  a  chair  into  an  already  crowded  area  by  the  TV.  He  also  recalled  telling 
[patient]  that  she  could  not  disrupt  everyone  by  sitting  in  front  of  them.  He  denied  that  he  screamed 
this  redirection  or  that  he  was  in  any  way  rude.  He  remembers  [patient]  appearing  angry  and 
walking  out  of  the  day  hall,  [patient]  when  interviewed,  stated  that  she  felt  INTERVIEWEE  VII 
was  loud,  somewhat  rude  and  bullying.  She  referred  to  REDACTED  and  REDACTED  She  also 
stated  that  INTERVIEWEE  VII  has  performed  'flawlessly'  since  the  incident. 

David  Potter's  conclusion  included,  /  do  not  believe  that  there  was  any  abuse  or  substandard  care 
in  this  situation.  It  is  my  impression  that  INTERVIEWEE  VII  did  verbally  redirect  [patient] 
...INTERVIEWEE  VII  does  REDACTED,  he  does  have  REDACTED,  even  in  normal 
conversation.  I  don't  see  any  evidence  that  he  abused  the  patient.  Both  nurses  imendewed  spoke 
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positively  about  INTERVIEWEE  VII.  They  were  not  aware  of  any  patient  dissatisfaction  with 
this  worker. 

According  to  the  above  review,  no  other  patients  or  staff  were  interviewed  regarding  the  above 
allegations. 

In  a  Decision  and  Action  Letter  dated  November  17,  1992,  Rae  O'Leary,  then  Area  Director, 
wrote: 

. .  .1  accept  the  conclusion  that  there  was  no  abuse  or  substandard  care  delivered. . .  There  is  no 
evidence  to  suggest  that  he  was  rude.  The  person  complained  of  REDACTED  and 

REDACTED..  His  REDACTED  spoke  positively  about  his  performance  and  the 

complainant  herself  stated  that  the  person  complained  of  has  performed  'flawlessly'  since  the 
incident.  I  do  not  believed  [sic]  any  action  is  necessary. 

No  report  was  made  to  the  DPPC. 

2.)  On  March  9,  1993,  a  Complaint  #4/WBSH/93/063  was  completed  alleging  that  the  reporter 
(who  wished  to  remain  anonymous)  stated  that  three  weeks  prior  to  the  date,  "There  was  a  strong 
amount  of  verbal  abuse  and  verbal  rough  housing.  This  was  while  attending  to  the  client's  needs  to 
be  cleaned  after  client  soiled  himself.  The  voice  had  an  aggravated  tone.  An  additional  incident 
occurred  today  3/9/93  in  the  same  location  in  the  men's  shower  area.  The  incident  was  similar, 
client  was  being  cleaned  and  reprimanded  for  soiling  himself.  INTERVIEWEE  VII  verbally  abused 
and  badgered  the  client.  There  was  an  assault  made  to  client's  character.  ALAB  would  ask  client  in 
a  militant  way  Do  you  understand'.  ALAB  wanted  the  client  to  repeat  over  and  over  'yes  sir'  after 
every  reprimand.  Reporter  heard  a  slap  but  didn  't  know  where  client  was  hit.  At  this  point  client 
got  dressed  and  was  taken  to  the  day  hall.  The  entire  abuse  period  lasted  close  to  30  minutes. "  The 
reporter  also  called  the  DPPC  Hotline  to  report  his  concerns.  The  reporter  did  not  remain 
anonymous  to  the  DPPC.  The  report  was  screened  in  by  DPPC  screeners  [DPPC  #9272]  and  was 
assigned  for  investigation  to  the  DMH. 

The  case  was  assigned  to  Reza  Riahinejad,  Ph.D.,  by  the  DMH  for  investigation  under  auspices  of 
both  104  CMR  24.00  and  M.G.L.  C.19C.  According  to  her  investigation  report: 

REDACTED,  [COLLATERAL  X  and  INTERVIEWEE  VII]  admitted  that  they  take  care  of 
[patient]  whenever  he  is  incontinent... On  3/9/93  INTERVIEWEE  VII  was  on  duty  on 
REDACTED  .The  reporter  identified... INTERVIEWEE  VII  as  the  staff  involved 'in  the  2nd 
incident. .  .Both  employees  denied  the  allegations. . .  The  patient  also  denied  the  allegations  but  it 
should  be  noted  that  he  suffers  from  memory  deficit... the  assistant  director  of  nursing  [Barbara 
Junkins]  believes  that  neither  employees  are  rough  with  patients. . .  There  is  no  witness,  or 
evidence  except  the  report  itself  ..The  reporter  denied  hearing  any  derogatory  words  but  he 
was  complaining  of  the  'tone  of  voice'. ..One  of  the  employees  (INTERVIEWEE  VII)  has 
REDACTED ..  .There  is  no  evidence  of  bruise,  scratch  etc.  on  the  patient  in  the  medical 
records... 

In  her  conclusions  Ph.D.  Riahinejad  wrote: 

Because  MHW's  are  requested  to  talk  to  the  patient  while  they  care  for  him  and  ask  him  to 
repeat  to  them  what  their  name  is,  per  master  treatment  plan,  and  the  reporter's  main  complaint 
is  the  tone  of  voice  of  the  MHW's,  and  not  the  actual  words  used.  I  do  not  believe  there  are 
enough  evidence  to  support  the  allegations.  The  main  point  here  is  reporter's  subjective  feeling 
of  what  he  has  heard  which  is  open  to  diverse  interpretation..  .It  is  impossible  to  draw  the  line 
which  would  separate  the  inappropriate  loud  tone  of  voice  from  effective  communication. .  .He 
[reporter]  said  several  times  that  it  was  the  tone  of  voice  and  the  sound  of  the  slap  that  he  heard 
which  made  him  report  the  incident.  Based  on  the  above  I  am  unable  to  support  the  allegations. 
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In  a  Decision  and  Action  Letter  dated  April  13,  1993,  Eleanor  Sullivan,  then  Area  Director 
(Acting),  wrote  the  following  important  information: 

...The  allegations  of  verbal  and  physical  abuse  are  not  substantiated. 

...During  interview  the  complainant  was  observed  clapping  his  hands  which  could  be  mistaken 
for  slapping.  These  details,  in  combination  with  the  reporter  hearing  this  activity  through  a  vent 
in  the  bathroom,  lead  me  to  the  decision  that  no  abuse  occurred.  The  reporter  heard  no  profanity 
but  felt  the  tone  of  voice  of  one  of  the  persons  complained  of  was  rough.  All  agree  that  this 
person  speaks  loudly,  energetically,  and  authoritatively.  According  to  the  Assistant  Director  of 
Nurses,  there  is  no  evidence  in  the  persons  complained  of  work  histrories  [sic]  which  indicate 
that  either  of  this  employees  are  rough  with  clients.  Both  employees  and  the  complainant  deny 
these  allegations.  I  do  not  believe  any  action  is  indicated. 

3.)  On  January  4,  1995,  in  a  letter  addressed  to  "Robert  Baker,  Director  of  Investigations,  DMH, 
or  Rick  Pickett"  —  which  became  Complaint  Log  #4/WBSH/95/009  —  a  patient  wrote,  "I  would 
like  to  make  a  complaint  against  INTERVIEWEE  VII  REDACTED  who  passed  through  the  middle 
of  my  conversation. .  .From  1 5ft.  away  INTERVIEWEE  VII  yelling  at  me  'He  paid  for  this,  I 
know. '  I  responded  I'm  not  talking  to  you.  Then  he  started  yelling  at  me  and  I  walked  up  close  to 
him  but  he  continued  to  yell. .  .he  got  louder  and  I  had  to  yell  to  be  able  to  put  my  2c  in. .  .1  was 
yelling  like  he  was. . .  Then  he  said  he  was  going  to  put  me  in  the  Quiet  Room  all  day.  During  that 
time  COLLATERAL  DDDD  was  tugging  on  my  sleeve  to  walk  away.  Then  INTERVIEWEE  VII 
said  let  him  be  and  motion  to  let  go  of  my  sleeve.  That's  when  I  knew  he  wanted  to  tag  me.  I  said 
to  INTERVIEWEE  VII  what  are  you  going  to  do  beat  me  up  like  you  did  to  [another  patient]  at 
REDACTED  over  a  cup  of  coffee... they  utilize  the  Seclusion  Room  a  lot  when  there  is  no  danger 
whatsoever,  many  times.  I  told  him  he  doesn't  belong  working  here  and  he  responded  but  you 
certainly  belong  here.  Just  a  few  days  prior  he  was  calling  Jacob  MHW  on  D4  filthy  names  and 
wanted  to  call  him  out.  Jacob  was  bringing  noon  time  dinner  to  D-l  then  INTERVIEWEE  VII  took 
his  key  and  went  in  D-l  after  him  and  came  out  cursing  and  swearing.  INTERVIEWEE  VII  has  a 
REDACTED  and  never  has  a  professional  hosptl  [sic]  disapline  [sic]  (He  is  more  of  an  intimidator 
or  a  punitive  actor). . . " 

No  investigation  was  completed  of  the  allegations  contained  in  the  above  Complaint.  Theodore 
Kirousis,  Area  Director  wrote  on  January  30,  1995,  in  his  decision  and  action  letter  concerning 
Complaint  #4/WBSH/95/009  the  following  relevant  information: 

/  have  received  and  reviewed  complaint  log  #4/WBSH/9 5/009  in  which  it  is  alleged  that  a 
REDACTED,  subsequently  identified  as  INTERVIEWEE  VII  behaved  in  an  inappropriate  and 
intimidating  manner  towards  [patient]  on  the  morning  of  January  2,  1995  on  the  REDACTED. 

Because  this  is  a  matter  for  staff  supervision,  I  am  asking  Steven  Scheibel,  Chief  Operating 
Officer  to  ensure  that  Barbara  Junkins...  arranges  for  the  incident  to  be  reviewed  in  documented 
supervision  with  INTERVIEWEE  VII  for  the  purpose  of  assisting  him  in  identify  alternative 
approaches  for  use  in  his  interactions  with  [patient]. 

In  a  letter  to  Mary  Ann  McDuffee,  R.N.,  Director  of  Nurses  at  WBSH,  Barbara  Junkins,  Assistant 
Director  of  Nurses,  wrote  an  "Action  Response  to  complaint  log#4/WBSH/95/009  RN  Junkins 
wrote,  "Be  advised  that  INTERVIEWEE  VII  is  REDACTED  and  interacts  daily  with  a  variety-  of 
patients.  I  have  requested  that  Staff  Development  provide  me  with  literature  and  types  that  relate  to 
staff  dealing  with  difficult  patients.  INTERVIEWEE  VII  works  in  an  R.N.  super-vised  setting 
always.  He  will  receive  documented  supervision  weekly.  I  expect  that  through  these  measures  he 
will,  on  a  consistent  basis  interact  therapeutically  with  the  difficult  patient.  During  his  EPRS 
meetings  this  issue  will  be  reviewed  and  he  will  receive  feedback  from  his  Charge  Nurse.  Any 
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further  concerns  I  have  related  to  this  or  any  other  aspect  of  his  job  performance  will  be  discussed 
with  you. " 

Mary  Ann  McDuffee,  R.N.,  Director  of  Nurses  at  WBSH,  wrote  to  Steven  Scheibel,  Chief 
Operating  Officer  at  WBSH,  as  follows:  "I  am  attaching  Barbara  Junkins,  R.N.,  Assistant  Director 
of  Nurses,  action  response  to  complaint  log  #4AVBSH/95/009  I  concur  with  her  plan  of  action  and 
believe  that  this  sufficiently  addresses  the  issue." 

No  report  of  the  above  allegations  was  filed  with  the  DPPC. 

REDACTED 

At  the  writing  of  this  Investigation  INTERVIEWEE  VII  was  REDACTED. 

I.  COLLATERAL  NNN   REDACTED   REDACTED 

According  to  an  application  for  employment  completed  August ,  COLLATERAL  NNN  indicated 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

According  to  COLLATERAL  NNN's  personnel  file REDACTED : 

REDACTED 


REDACTED. 
REDACTED. 

REDACTED. 

REDACTED. 
REDACTED. 
.REDACTED. 

.REDACTED. 

REDACTED. 
REDACTED. 
REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
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.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 
REDACTED. 
REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
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According  to  his  personnel  file,  COLLATERAL  NNN  REDACTED. 

REDACTED 


REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

Previous    WBSH/DMH    Complaints    regarding    COLLATERAL  NNN 

According  to  WBSH/DMH  records  COLLATERAL  NNN  has  been  the  subject  of  the  following 
Complaints  of  alleged  abuse  and/or  omission: 

1.)  According  to  Complaint  Log  #4/WBSH/93/134  and  dated  May  3,  1993,  completed  by  a  patient 
at  WBSH,  COLLATERAL  NNN  and  REDACTED, " . .  .forced  (by  yelling)  to  hand  up  and  stop 
using  the  phone,  (not  the  first  time)  I  truly  believe  that  the  above  members  of  staff  are  enforcing  the 
rules  just  for  the  rules.: 

In  response  to  this  Complaint,  Eleanor  Sullivan,  Area  Director  (Acting)  wrote  on  May  7,  1993: 

/  have  reviewed  complaint  log  #4WBSH/93/134  alleging  that  the  complainant  was  restricted 
from  telephone  use  with  his  lavsyer  and  another  unclear  allegation. 

I  am  not  assigning  this  for  investigation  at  this  point,  but  I  will  refer  it  to  the  Human  Rights 
officer.  He  will  assist  the  client  in  clarifying  his  concerns  and  act  as  liaison  to  the  complainant's 
treatment  team  concerning  his  use  of  the  telephone. 

No  report  was  made  to  the  DPPC  concerning  this  incident . 

2.)  According  to  Complaint  Log  #4/WBSH/93/134.  and  dated  May  23,  1994,  COLLATERAL 
GGG,  REDACTED  at  WBSH  wrote  the  following:  "employee  had  hand  around  patient." 
COLLATERAL  GGG  also  called  the  DPPC  Hotline  to  report  this  incident.  According  to  the  DPPC 
Intake  #13276  "REDACTED  reported  this  incident  to  reporter  [COLLATERAL  GGG].  On  5/22/94 
ALAB  COLLATERAL  NNN  was  seen  with  his  arm  around  cits  shoulder  and  upper  back.  The 
client  did  not  seem  upset  by  this.  Reporter  is  hoping  that  ALAB  is  reassigned  to  another  floor. 
The  report  was  screened  out  by  DPPC  Screeners  due  to  "no  injury  to  the  client." 

In  a  Decision  Letter  Theodore  Kirousis,  Area  Director,  dated  June  17,  1994,  Mr.  Kirousis 
responded  to  the  complaint.  Included  in  that  letter  was  the  following  important  information: 

The  interaction  between  COLLATERAL  NNN  and  CLIENT  II  was  witnessed  by  another 
member  of  the  staff  and  judged  to  be  overly  familiar  and  inappropriate  clinically  but  not 
abusive.  Therefore,  I  believe  this  matter  can  best  be  handled  through  the  e.xisting  supervisory 
process  in  the  Nursing  Department  and  am  asking  Steven  Scheibel,  Chief  Operating  Officer,  to 
ensure  that  Karleen  Chase,  R.N.,... reviews  the  incident,  discusses  it  in  supervision  with 
COLLATERAL  NNN  and  Barbara  Lundrigen,  R.N.,  Charge  Nurse,  and  takes  appropriate 
personnel  action. . . 
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On  August  15,  1994,  Karleen  Chase,  R.N.  wrote  to  COLLATERAL  NNN.  Included  in  that  letter 
was  the  following: 


i»* 


.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 


REDACTED 

No  further  action  was  taken  concerning  this  incident. 

3.)  On  April  28,  1995,  Complaint  Log  #4/WBSH/95/46  was  filed  by  a  patient.  According  to  the 
Complaint,  COLLATERAL  NNN  gave  me  a  cup  of  juice  that  he  claimed  was  afresh  poured  cup  of 
juice.  I  said  that  I  wanted  afresh  cup  out  of  the  juice  container.  He  insisted  that  I  drink  this  other 
[unintelligible  j  &  then  I  could  have  as  much  out  of  the  juice  container.  I  kept  saying  no  to  the  cup 
he  passed  because  I  believe  that  [unintelligible]  he  or  someone  else  pissed  in  this  cup. 
Unfortunately  I  drink  it  not  knowing  either  [unintelligible]  and  I  think  that  some  action  should  be 
taken  against  COLLATERAL  NNN. 

On  May  16,  1995,  Theodore  Kirousis  wrote  a  Decision  and  Action  Letter.  Included  in  that  letter 
was  the  following  important  information: 

/  have  received  and  reviewed  complaint  log  #4/WBSH/95/146  in  which  it  is  alleged  that  when 
[patient]  informed  COLLATERAL  NNN  at  his  juice  cup  was  contaminated  with  urine, 
COLLATERAL  NNN  refused  to  provide  him  with  afresh  juice  cup. 

I  believe  the  complaint  holds  clinical  implications  which  should  be  brought  to  the  attention  of 
members  of  [patient's]  Treatment  Team.  I  have  therefore  asked  Steven  Scheibel,  Chief  Operating 
Officer  to  refer  the  matter  to  Caryn  Schwartz,  Treatment  Team  Coordinator  for  consideration  at 
the  Team's  next  meeting.  I  have  also  asked  Mr.  Scheibel  to  arrange  for  Karleen  Chase,  RS. 
Assistant  Director  of  Nurses  to  encourage  [patient]  to  bring  such  concerns  immediately  to  the 
attention  of  a  Nursing  Supervisor. 

No  disciplinary  action  was  taken  against  COLLATERAL  NNN.  No  report  of  the  above  allegations 
was  reported  to  the  DPPC. 
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.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

REDACTED. 
REDACTED. 


In  his  application  for  employment  on  August ,  COLLATERAL  NNN,  ....REDACTED. 
REDACTED 


On  February   ,   COLLATERAL   REDACTED 

J.    COLLATERAL  AAAA         REDACTED  REDACTED 


According  to  WBSH,  COLLATERAL  AAAA's  personnel  file REDACTED. 

REDACTED 


.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
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.REDACTED. 
.REDACTED. 
.REDACTED. 


On  November  ,  Steven  Scheibel,  C.O.O.  for  WBSH  wrote  to  COLLATERAL  AAAA.  Included  in 
that  letter  was  the  following: 

REDACTED 

REDACTED 


REDACTED 

REDACTED 

REDACTED 

According  to  his  personnel  file  COLLATERAL  AAAA REDACTED 

REDACTED : 

REDACTED 

REDACTED 

REDACTED 


REDACTED 

REDACTED 

REDACTED 

Previous  WBSH/DMH  complaints  concerning  COLLATERAL  AAAA: 


REDACTED. 
REDACTED. 


REDACTED. 
REDACTED. 

REDACTED. 
.REDACTED. 


K.     COLLATERAL  DDDD  REDACTED        REDACTED 

In  an  application  for  employment  completed  September,  COLLATERAL  DDDD  REDACTED. 

REDACTED 

REDACTED 

REDACTED 

According  to  COLLATERAL  DDDD's  personnel  file,  ,„„„„REDACTED 

REDACTED 
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.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 

.REDACTED. 

.REDACTED. 

.REDACTED. 

.REDACTED. 

.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

REDACTED. 
REDACTED. 
REDACTED. 
REDACTED. 


.REDACTED. 
.REDACTED. 
.REDACTED. 

REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 


On  May,  ..RED ACTED.. .COLLATERAL  DDDD  received  a  letter  from  C.O.O.  Steven  Scheibel. 
Included  in  that  letter  was  the  following: 
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.REDACTED. 
.REDACTED. 
.REDACTED. 


COLLATERAL  NNNN's  Employee  Performance  Reviews  included: 
REDACTED 


.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
REDACTED. 


Previous  WBSH/DMH  Complaints  regarding  COLLATERAL  DDDD 

According  to  WBSH/DMH  records  COLLATERAL  DDDD  has  been  the  subject  of  the  following 
Complaints  of  alleged  abuse  and/or  omission: 

#1)  In  March  1993,  a  patient  at  WBSH  filed  a  complaint  concerning  COLLATERAL  DDDD. 
According  to  Complaint  log  #4/WBSH/93/072  the  patient  alleged,  "On  3/9  COLLATERAL  DDDD 
hit  me  on  the  left  elbow  with  his  right  fist  as  I  stood  in  line.  I  said,  'Don't  hit  me  again.'  He 
replied,  I  didn't  hit  you.'  on  3/11,  COLLATERAL  DDDD  refused  to  open  the  small  day  hall  for 
the  nonsmokers  at  7: 15,  despite  the  fact  that  it  is  to  be  opened  at  6:45  AM.  He  said,  Til  open  it 
when  I'm  ready.'  [another  patient]  witnessed  the  action  and  statement  after  asking  COLLATERAL 
DDDD  to  open  the  room. 

In  a  "Five  Day  Administrative  Review"  Reza  Riahinejad,  Ph.D.  wrote: 

This  is  about  two  separate  incidents... 

I  do  not  believe  that  Serious  emotional  or  physical  abuse  occurred  because: 

1.  [patient]  told  me  that  he  wants  to  drop  the  complaint  because  COLLATERAL  DDDD  is  good 
to  him  and  he  had  a  hard  time  when  filed  the  complaint. 

2.  There  are  [sic]  no  evidence  or  wimess  to  support  the  allegation 

3.  COLLATERAL  DDDD  has  to  use  his  judgment  in  opening  the  nonsmoking  day  hall  because 
some  patients  break  the  windows  and  some  patients  has  to  be  monitored  while  in  the  day  hall. 

4.  The  idea  of  punching  someone  in  the  elbow  is  hard  to  believe. 
No  report  concerning  the  above  allegations  was  filed  with  the  DPPC. 
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#2)  On  September  1,  1993,  a  complaint  was  completed  by  COLLATERAL  PP.  Complaint  Log 
#4/WBSH/93/269  stated: 

According  to  complainant  [patient]  COLLATERAL  DDDD  assaulted  [patient  #1]  by  grabbing 
him  around  the  neck  in  a  choking  manner  while  [patient]  was  seated  in  the  General  Dining 
Room,  [patient  #1]  acknowledges  that  this  occurred  while  a  heated  verbal  and  physically 
threatening  altercation  between  him  and  male  pt... was  being  terminated  [patient  #1]  says  he  was 
angry  at  alleged  sexual  overture  by. . . 

The  event  was  witnessed  by  MHW  Klara  Battenberg,  Daniels  5,  who  said  on  8/25/93  that  it  was 
also  witnessed  by  MHW  Carl  Morris,  D5.  According  to  Klara,  [patient  #1]  was  yelling  in 
[patient  #2  's]  face,  [patient  #2]  yelling  back,  each  waving  his  arms  threateningly  at  the  other.  It 
appearing  that  [patient  #27,  who  is  quite  strong  and  can  wreck  mayhem,  was  about  to  assault 
[patient  #1]  physically,  [patient  #1]  being  then  seated,  COLLATERAL  DDDD  physically 
intervened  to  keep  or  get  [patient  #77  out  of  harm's  way,  while  Carl  [MHW  Carl  Morris] 
intervened  verbally  and  effectively  with  [patient  #2]. 

According  to  the  Complaint,  MHW  Morris  gave  the  following  account  of  the  events  of  8/25/93: 

[patient  #1]  seated,  [patient  #2]  standing,  they  were  'exchanging  words',  [patient  #1]  stood  up, 
and  [patient  #27  told  him  to  sit  down;  and  they  continued  exchanging  words.  Carl  verbally 
intervened  with  [patient  #2]  and  told  [patient  #1],  who  was  agitated,  to  sit  down,  [patient  #77  did 
so.  Carl  told  [patient  #1]  that  he  ought  to  return  to  the  ward  [patient  #1]  declined,  and  Carl 
repeated  what  he  had  said  [patient  #1]  asked  whether  he  could  take  his  orange  back  to  the  ward. 
Carl  said  O.K.  COLLATERAL  DDDD  perhaps  touched  [patient  #1]  on  the  shoulder  or  upper 
arm  and  said,  'Let's  go, '  with  which  [patient  #77  willingly  complied.  They  left  the  room. " 

All  three,  patient  #1,  MHW  Battenberg  and  MHW  Morris  read  the  above  statements  and  affirmed 
that  the  events  described  by  them  were  correct. 

The  Complaint  was  assigned  to  Reza  Riahinejad,  Ph.D.,  for  investigation  under  the  auspices  of 
104  CMR  24.00.  Included  in  her  investigation  report  completed,  October,  13,  1993,  was  the 
following  important  information: 

[patient  #77  admitted  that  he  made  up  the  story  because  he  was  angry. .  .[patient  #77  said  he  likes 
COLLATERAL  DDDD  and  gets  along  fine  with  him  and  wants  to  drop  his  complaint. " 

Ph.D.  Riahinejad  wrote  in  her  conclusions: 

Patient  denied  the  allegation  himself  and  admitted  that  he  made  up  the  story.  Two  credible 
witnesses  reported  the  event  in  a  very  similar  manner  and  their  story  matches  the  story  of  the 
accused. 

I  am  unable  to  find  any  evidence  to  believe  such  allegation  occurred. 

Ph.D.  Riahinejad  did  not  interview  patient  #2,  any  other  patients  in  the  Dining  Room  or  other 
MHW's  also  in  the  dining  room  at  the  time. 

No  report  of  the  above  allegations  was  made  with  the  DPPC 

#3)  On  May  4,  1995,  a  patient  at  WBSH  completed  a  Complaint  #4/WBSH/95/154  concerning  the 
actions  of  COLLATERAL  DDDD.  Included  in  the  seven  page  complaint  were  serious  allegations 
concerning  the  behaviors  of  COLLATERAL  DDDD.  Important  sections  of  the  complaint  included: 
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...COLLATERAL  DDDD  grab  my  arm..  I  said  what's  the  matter  with  you.  Let  go.  Then  he 
started  yelling  about  something. . . 

...Later  COLLATERAL  DDDD  said  you're  an  asshole,  and  I  said  your  the  fucking  asshole.  He 
flip  the  bird.  Then  I  said  do  it  again  asshole  in  front  of  everyone  and  ihr eaten  to  drop  me  again. 
Then  he  came  and  said  something  and  I  said  I'm  just  sick  of  this  institution  and  a  few  things 
about  it.  He  said  why  don't  you  leave  you  know  how.  I  said  yea  (in  front  of  everyone). . . 

I  think  the  whole  thing  stated  was  his  embarresment  [sic]  of  me  speaking  the  truth  to  him  in  front 
of  everyone.  I  like  to  know  how  COLLATERAL  PPP  wrote  this  allegation  in  my  chart,  I  was  a 
verbal  threat  to  anyone,  unless  COLLATERAL  DDDD  had  her  do  it. .  .Later  in  Day  I  was  in  the 
day  room  I  said  to  COLLATERAL  PPP  sick  of  him  telling  me  he's  going  to  drop  me  when  I'm 
speaking  the  truth  or  raise  my  voice.  I  said  to  COLLATERAL  PPP  the  next  time  [another  patient] 
raises  his  voice  I  like  to  see  him  [COLLATERAL  DDDD]  say  knock  it  off  or  I'll  drop  you.  He 
just  knows  I  refuse  to  be  physical.  COLLATERAL  PPP  said  yea  I  know. . . 

Besides  the  fact  COLLATERAL  DDDD  saying  I  always  going  after  someone  to  be  physical 
(fight) 

On  May  5,  1995,  the  patient  added  the  following  important  information  to  his  complaint: 

...I  found  out  I  was  written  up  saying  I  was  verbally  threatening  to  staff-  COLLATERAL 
DDDD  and  apt... When  I  asked  COLLA TERAL  PPP  who,  wrote  the  note  what  exactly  L  said 
and  where.  First  she  said  Well,  was  something  like  L  was  going  to  lay  her  out'.  L  said  where  and 
to  whom?  First  it  was  in  the  stairwell,  then  sometime  in  the  cafe. '  Then  she  said  forget  it  it's  all 
over  Don 't  you  remember?. .  .Now  L  ask  COLLATERAL  PPP  again  she  said  COLLATERAL 
DDDD  had  her  write  it  just  as  L  figured. . . 

A  review  of  the  DPPC  Database  indicated  that  COLLATERAL  DDDD  was  the  alleeed  abuser  in  a 
DPPC  Hotline  Report  which  was  filed  May  5,  1995,  by  COLLATERAL  J,  REDACTED,  WBSH 
[DPPC  #16427].  According  to  the  report,  COLLATERAL  DDDD  "threatened"  to  "drop"  a  client 
"if  he  did  not  calm  down."  The  report  was  screened  out,  by  DPPC  screeners  due  to  "no  serious 
injury  to  the  client."  In  an  interview  with  this  Investigator,  Ann  Murray,  Hotline  Director  for  the 
DPPC,  reported  that  she  made  the  initial  screening  decision  on  this  report.  Director  Murray 
reported  that  if  the  contents  of  the  Complaint  filled  out  by  the  patient  had  been  known  to  her,  this 
case  would  have  been  screened  in  for  investigation  by  the  DPPC. 

The  case  was  assigned  to  Gail  Hnatiow,  Adjunct  Investigator,  for  investigation  under  104  CMR 
24.00  by  Theodore  Kirousis,  Area  Director.  The  patient  refused  to  be  interviewed  by  the 
Investigator,  after  three  separate  attempts.  Investigator  Hnatiow  also  included  in  her  report, 
concerning  COLLATERAL  DDDD,  the  following  important  information: 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 


The  Investigation  Report  also  details  review  comments  for  COLLATERAL  DDDD's  Employee 
Performance  Review REDACTED which  included: 

REDACTED 

REDACTED 
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REDACTED. 
REDACTED. 


According  to  a  witness  in  the  investigation: 

She  [the  witness]  had  heard  from  other  staff  that REDACTED. 

REDACTED 

REDACTED 

REDACTED 

REDACTED 


In  her  Investigation  Report,  Conclusions  section,  Investigator  Hnatiow  wrote: 

COLLATERAL  DDDD  did  ...RED ACTED. ...at  WBSH  utilize  a  REDACTED..  Although  it 
could  not  be  concluded  that  [patient]  was  given  that  number  for  his  use,  COLLATERAL  DDDD 
did  use  the  device  during  his  working  hours. 

COLLATERAL  DDDD's  Personnel  Record  REDACTED 

REDACTED 

.REDACTED 
WeeVe^nlm/^S^5/i67A&  B)  ' 

It  could  not  be  substantiated  that  COLLATERAL  DDDD  used  abusive  language  toward  [patient] 
on  May  4,  1995  or  prior  to  that  date. 

Investigator  Hnatiow  did  not  draw  any  conclusions  concerning  COLLATERAL  DDDD's  alleged 
threat  to  "drop"  the  patient. 

In  his  Decision  and  Action  Letter  dated  December  29,  1995,  Theodore  Kirousis  wrote  the 
following  important  information: 

The  preponderance  of  evidence  collected  during  the  course  of  the  investigation... has  not 
substantiated  the  allegations. 

...Beverly  Bullard,  RN,  Charge  Nurse,  testified  that  COLLATERAL  DDDD  reported  the 
incident  to  her  upon  his  return  to  Daniel  5.  She  stated  she  insuucted  COLLATERAL  DDDD  not 
to  document  the  incident  in  Patient  A 's  medical  record  in  order  to  avoid  Patient  A's  being 
restricted  to  the  Unit  as  a  consequence  of  the  behavior. 

COLLATERAL  PPP  testified  that  COLLATERAL  DDDD  instructed  her  to  document  the  incident 
in  Patient  A's  medical  record  for  his.  She  so  testified  that  it  was  frequent  practice  for  staff  to 
document  for  COLLATERAL  DDDD  because REDACTED 

. .  .It  is  not  clear  why  Ms.  Bullard  instructed  COLLATERAL  DDDD  not  to  document  the  incident 
in  Patient  A's  m.edical  record... Nonetheless,  COLLATERAL  DDDD  was  insubordinate  by 
failing  to  carry  out  her  directive. . .COLLATERAL  DDDD  did  ...REDACTED. ..when  he  was  at 
work.  ..REDACTED.,  was  not  related  to  his  duties  and  carrying  it  during  working  hours  was 
contrary  to  established  hospital  policy.  The  evidence,  while  not  conclusive,  suggests  that 
COLLATERAL  DDDD  did  share  ..REDACTED. .with  Patient  A  and  in  doing  so  exceeded 
boundaries  expected  to  remain  intact  between  staff  and  patients. 

...Mr.  Scheibel  has  directed  Keith  Moore,  Director  of  Human  Resources  to  note  the  findings  of 
this  investigation  in  COLLATERAL  DDDD's  closed  personnel... 
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#4)  According  to  WBSH  Investigation  Report  for  Log  #4/WBSH/95/167,  COLLATERAL  EE 
reported  to  the  DMH  Investigator,  Michelle  Morey,  that  she  was  involved  in  a  "situation"  with 
COLLATERAL  DDDD  on  April  9,  1995  at  the  Classic  Cafe  (a  on-campus  place  for  patients). 
According  to  COLLATERAL  EE,  COLLATERAL  DDDD  wanted  to  "talk  to  her."  COLLATERAL 
EE  reported  that  she  replied,  "no"  and  COLLATERAL  DDDD  stated  to  her,  "you  fuck  the  clients 
just  like  your  mother  did."  A  patient  came  to  COLLATERAL  EE's  defense  and  COLLATERAL 
DDDD  and  the  patient  were  involved  in  a  "verbal  altercation".  According  to  COLLATERAL  EE. 
COLLATERAL  DDDD  had  previously  physically  assaulted  her.  COLLATERAL  EE  refused  to 
call  Campus  Police  but  a  patient  did  request  assistance  from  the  Campus  Police.  According  to  the 
Police  Report,  other  staff  from  the  Daniels  Building  were  present  but  offered  no  assistance  to 
COLLATERAL  EE  or  the  two  patients  involved  with  COLLATERAL  DDDD.  The  report  also 
indicated  that  COLLATERAL  DDDD  had  been  stalking  COLLATERAL  EE  and  COLLATERAL 
EE  was  worried  that  her  REDACTED  would  take  action  with  "a  newly  acquired  gun."  One  patient 
reported  that  he  felt  it  necessary  to  "protect"  COLLATERAL  EE.  The  Campus  Police  questioned 
CPO  Chief  Cayford  about  "mandated  reporting  requirements." 

In  her  conclusions  concerning  #4/WBSH/95/167,  which  was  initially  filed  for  reasons  having 
nothing  to  do  with  COLLATERAL  DDDD,  but  for  possible  sexual  abuse  of  a  patient  by  a  WBSH 
staff,  Investigator  Morey  concluded  that  "a  verbal  and  dangerous  altercation  occurred  involving 
COLLATERAL  EE  and  COLLATERAL  DDDD  which  prompted  [patient]  to  confront 
COLLATERAL  DDDD  about  his  threatening  statements  to  COLLATERAL  EE." 

Theodore  Kirousis,  Area  Director,  in  a  Decision  and  Action  Letter  dated  September  15,  1995, 
acknowledged  that  the  above  incident  occurred  and  that  COLLATERAL  EE  "knowingly  placing 
him/her  [patient]  at  the  scene  of  a  potentially  explosive  situation."  Area  Director  Kirousis  did  not 
make  any  findings  or  take  any  action  concerning  COLLATERAL  DDDD's  behaviors. 

No  report  of  the  altercation  between  COLLATERAL  DDDD  and  COLLATERAL  EE,  which  also 
involved  at  least  two  WBSH  patients,  was  filed  with  the  DPPC. 

REDACTED 

REDACTED 

REDACTED 


.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED 
.REDACTED. 
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.REDACTED. 
REDACTED. 

.REDACTED. 


L.  COLLATERAL  HHHH        REDACTED     REDACTED 

COLLATERAL  HHHH's    personnel  file  indicated  REDACTED..  .    . 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 


.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 


.REDACTED  were  located  in  COLLATERAL  HHHH's  personnel  file: 

REDACTED 

REDACTED 


.REDACTED. 
.REDACTED. 
REDACTED. 

.REDACTED. 
.REDACTED. 
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Previous  WBSH/DMH  Complaints  regarding  COLLATERAL  HHHH: 

REDACTED 

REDACTED '. 


On  August ,  Steven  Scheibel,  Chief  Operating  Officer  for  WBSH,  wrote  to  COLLATERAL 
HHHH.  Included  in  that  letter  was  the  following: 

REDACTED 


REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

REDACTED 

On  December ,  C.O.O.  Scheibel  wrote  COLLATERAL  HHHH.  Included  in  that  letter  was  the 
following: 

REDACTED 


REDACTED. 
.REDACTED. 
.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 

.REDACTED. 
.REDACTED. 
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V.  CONCLUSIONS: 

A.  It  is  concluded  that  requiring  CLIENT  I  and  CLIENT  HI  to  move  to  the  Quiet  Room  " 
and  to  the  Restraint  Room,  respectively,  constituted  Seclusion  as  defined  by  Statute,  Regulation 
and  Policy.  It  is  further  concluded  that  this  Seclusion  violated  said  Statute,  Regulations  and 
Policies.  These  conclusions  are  based  on  the  following: 

1 .         Commonwealth  of  Massachusetts  Regulations  at  104  CMR  3.12  —  Restraint  and 
Seclusion  —  require: 

Except  when  a  patient  is  placed  in  his  or  her  room  for  the  night,  seclusion  occurs 
whenever  a  patient  is  both  confined  and  isolated  in  any  one  of  the  three  (3) 
following  situations: 

b.  Open  Door  in  Isolated  Room.  -  Physically  Maintained.  Seclusion  occurs  whenever 
a  patient  is  (i)  placed  alone  in  an  isolated  room  or  an  enclosed  space  with  an  open 
door  or  exit  where  staff  or  other  individuals  are  not  present  at  (or  within  visual  or 
verbal  contact  of)  the  open  doorway  or  exit  and  (ii)  the  patient  is  also  confined  such 
that  any  attempt  by  the  patient  to  leave  from  the  room  or  space  will,  or  it  is  reasonably 
believed  by  the  patient  that  it  will,  be  blocked  by  the  physical  intervention  of  staff. 

2  .         Although  it  was  COLLATERAL  HHHH's  contention  that  she  did  not  order 
seclusion,  she  did  order  staff  to  escort  the  two  patients  to  the  Quiet  Room  and  the  Restraint 
Room,  where  they  were  to  be  "detained";  she  stated  that  she  did  this  for  the  safety  of  other 
patients  on  the  ward.  The  two  patients  were  told  they  were  to  stay  in  those  rooms  until 
they  were  seen  by  a  doctor.  A  number  of  staff  stood  by,  observed  them  and  insured  that 
they  remained  in  the  rooms. 

3  .         DMH  Regulation  104  CMR  3.12.4  states: 

By  statute,  M.G.L.  c.123,  s.l,  chemical  restraint,  mechanical  restraint,  physical 
restraint  or  seclusion  may  be  used  only  in  cases  of  emergency,  such  as  the  occurrence 
of,  or  serious  threat  of  extreme  violence,  personal  injury,  or  attempted  suicide.  For 
purposes  of  104  CMR  3.00,  such  emergency  cases  shall  only  include  situations 
where  there  is  substantial  risk  of  serious  self-destructive  behavior,  or  the  occurrence 
of  serious  self-destructive  behavior,  or  a  substantial  risk  of  serious  physical  assault. 
or  the  occurrence  of  serious  physical  assault.  As  used  in  the  previous  sentence,  a 
substantial  risk  includes  only  the  serious,  imminent  threat  of  bodily  harm,  where 
there  is  the  present  ability  to  effect  such  harm. 

4.         Westboro  State  Hospital  Restraint  and  Seclusion  Policy  .  Section  12.5.4.  dated 
November  20,  1990,  requires,  "Less  restrictive  alternatives  to  restraint  and  seclusion  shall 
be  used  by  staff,  whenever  possible,  to  reduce  the  dangerousness  of  a  situation.  Restraint 
or  seclusion  may  only  be  used  after  the  failure  of  less  restrictive  alternatives,  or  after  a 
determination  that  such  alternatives  would  be  inappropriate  or  ineffective  under  the 
circumstances." 

5  .         Accounts  of  the  events  which  transpired  prior  to  the  decision  to  isolate  the  two 
patients  indicate: 

a.  Both  patients  were  recently  returned  from  AWA  status  and  had  consumed  large 
quantities  of  alcohol. 
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b.  Although  there  were  reports  that  CLIENT  I  was  loud  and  belligerent,  there  was 
no  indication  that  either  patient  was  assaultive. 

c.  There  are  no  indications  that  any  attempt  was  made  to  use  a  less  restrictive 
alternative  in  response  to  CLIENT  I's  verbal  behavior  . 

d.  Neither  patient  had  a  history  of  self-injurious  behaviors,  nor  were  they 
attempting  or  threatening  to  self-injure. 

e.  Both  patients  extinguished  cigarettes  when  requested  to  do  so  by 
INTERVIEWEE  V. 

f.  Both  patients  were  escorted  to  the  Quiet  Room  and  Restraint  Room  without 
incident. 

These  accounts  do  not  present  as  an  emergency.  There  had  been  no  "occurrence  of,  or 
serious  threat  of,  extreme  violence,  personal  injury  or  attempted  suicide"  as  required  by 
statute  to  necessitate/justify  the  use  of  seclusion. 


6.    Theodore  Kirousis  Area  Director  wrote  in  his  Decision  and  Action  Letter  dated  June  j 


"COLLATERAL  HHHH  initiated  and  authorized  Seclusion  when  she  assigned  staff  to  take 
Patient  #1  to  the  Quiet  Room  and  to  take  the  other  patient  to  the  Restraint  Room. 

7 .         Seclusion  appears  to  have  been  used  in  this  case  either  for  the  convenience  of  staff 
(which  was  and  continues  to  be  specifically  prohibited  by  WBSH  Restraint  and  Seclusion 
Policy)  or  it  was  used  as  punishment  for  the  patients  going  AWA  and  drinking  large 
quantities  of  alcohol.  This  is  suggested  by  the  demand  for  the  patient's  belt  and  shoes, 
although  there  are  indications  that  patients  are  routinely  placed  in  the  Quiet  Room  with  their 
shoes  and  belts  unless  they  have  a  history  of  self-injurious  behaviors. 


B.  It  is  concluded  that  the  first  restraint  of  CLIENT  I  violated  Massachusetts  General 
Law,  DMH  Regulations  and  WBSH  Regulations.  This  conclusion  is  based  on  the 
following: 

1 .  Again,  DMH  Regulation  104  CMR  3.12.4  states  that  MGL  c.  123,  s.l,  states  that 
physical  restraint  may  only  be  used  "in  cases  of  emergency,  such  as  the  occurrence  of,  or 
serious  threat  of,  extreme  violence,  personal  injury,  or  attempted  suicide.  For  purposes  of 
104  CMR  3.00,  such  emergency  cases  shall  only  include  situations  where  there  is 
substantial  risk  of  serious  self-destructive  behavior,  or  the  occurrence  of  serious  self- 
destructive  behavior,  or  a  substantial  risk  of  serious  physical  assault,  or  the  occurrence  of 
serious  physical  assault.... a  substantial  risk  includes  only  the  serious,  imminent  threat  of 
bodily  harm,  where  there  is  the  present  ability  to  effect  such  harm." 

2.  Accounts  of  the  events  which  transpired  prior  to  the  first  restraint  of  CLIENT  I 
include: 

a.  According  to  INTERVIEWEE  V,  CLIENT  I  went  to  the  Quiet  Room  upon  request  with 
"no  resistance." 

b.  CLIENT  I  was  reported  to  be  belligerent  and  asking  for  a  cigarette. 
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c.  CLIENT  I  was  reported  by  several  staff  to  have  kicked  and  punched  the  air  from  the 
doorway  of  the  Quiet  Room.  According  to  INTERVIEWEE  V,  who  trains  staff  in 
restraint  technique,  CLIENT  I  was  restrained  for  "throwing  kicks  and  punches  into  the 
air." 

3  .         WBSH  staff  failed  to  seek  less  restrictive  alternatives  to  handling  CLIENT  I's 
"belligerent",  challenging  behavior,  as  required  by  DMH/WBSH  Policy. 

a)  DMH  Policy  93-1  requires,  "Staff  will  help  patients  calm  down  by  talking  to  them  or 
by  using  other  non-violent  means  prior  to  deciding  to  use  restraint  or  seclusion." 

b)  DMH  Policy  93-1,  4.  requires:  "If  seclusion  or  restraint  is  necessary,  staff  will 
continue  to  talk  to  patients  to  help  them  calm  down  or  use  other  non- violent  means." 

c)  All  staff  present  indicated  that  there  was  no  conversation  with  CLIENT  I  after  he 
threw  "kicks  and  punches  into  the  air."  He  was  immediately  restrained. 

d)  CLIENT  I  was  already  in  Open-Door  Seclusion  in  the  Quiet  Room  when  the  decision 
was  made  to  restrain  him.  Simply  closing  the  door  to  the  Quiet  Room  would  have 
created  Closed  Door  Seclusion,  as  defined  by  104  CMR  3.12.  This  would  have  been 
less  restrictive  for  CLIENT  I  and  less  dangerous  for  staff.  All  Seclusion  requires 
constant  observation  by  staff  which  would  have  insured  the  safety  of  CLIENT  I.  The 
following  is  noted: 

i)  CLIENT  I  had  been  a  patient  on  other  wards  in  the  hospital  for  some 

time  and  was  known  to  staff,  particularly  to  COLLATERAL  HHHH. 

ii)         CLIENT  I  is  a  large,  strong  man  who  engages  in  body  building  and 
who  has  a  history  of  aggressive  behaviors. 

iii)        CLIENT  I  had  no  history  of  self  injurious  behaviors. 

iv)        The  dangerousness  of  the  first  restraint  is  evident  as  it  resulted  in 
injury  to  at  least  two  persons. 

C.  It  is  concluded  that  COLLATERAL  L  assaulted  CLIENT  I  during  the  second  restraint 
of  CLIENT  I  on  August  12,  1993,  with  a  closed  fist.  CLIENT  I  was  struck  numerous 
times    around  the  face  and  head  by  COLLATERAL  L.  It  is  also  concluded  that 
COLLATERAL  L  twisted  CLIENT  I's  neck  in  a  dangerous  fashion  in  a  further  attempt 
to  harm  him.  It  is  concluded  that  these  actions  by  COLLATERAL  L  resulted  in  Serious 
Physical  Injury,  as  defined  by  M.G.L.  cl9C,  to  CLIENT  I  These  conclusions  are  based 
on  the  following: 

1 .         Statements  have  been  made  by  CLIENT  I  in  multiple  interviews,  and  corroborated 
by  INTERVIEWEE  XV,  that  COLLATERAL  L  assaulted  CLIENT  I  with  his  lists. 

2  .         INTERVIEWEE  XV..,  who  was  a  witness  to  the  assault  of  COLLATERAL  L  on 
CLIENT  I,  stated  the  foUowing:  "REDACTED  observed  him  [COLLATERAL  L]  punch 
CLIENT  I  five  or  six  times  with  extremely  hard  blows.  REDACTED  could  hear  every 
impact  and  instantly  the  client  started  to  bleed  and  swell." 

INTERVIEWEE  XV  went  on  to  state:  "COLLATERAL  L  used  a  head  twist  technique  that 
I  did  have  to  stop.  Extreme  force  was  used.  REDACTED  checked  to  see  if  the  patient  [sic] 
neck  was  broken." 

3  .         Photographs  were  taken  on  August  12,  1993,  of  CLIENT  I  by  Campus  Police  and 
Human  Rights  Officer  Kermit  Brown,  documenting  injuries  (bruising  and  lacerations)  to 
CLIENT  I's  face  and  head. 
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4  .         Medical  reports  of  Kamalika  Weeratne,  M.D.,  dated  August  12,  1993,  documented 
the  bruising  and  lacerations  sustained  by  CLIENT  I.  Dr.  Weeratne's  order  for  emergency 
medical  evaluation  of  CLIENT  I  at  the  University  of  Massachusetts  Medical  Center  for 
"REDACTED"  indicates  how  serious  the  injuries  appeared  to  be. 

5  .  The  Emergency  Department  Report  at  the  University  of  Massachusetts  Medical 
Center  states  that  CLIENT  I  suffered  REDACTED  To  his  face  and  head  and  extensive 
bruising. 


D.  It  is  concluded  that  the  decision  to  hire  and  to  keep  COLLATERAL  L  employed  as  an 
MHW  placed  all  patients  with  whom  he  worked  at  Westborough  State  Hospital  at  risk 
physically  and  emotionally.  This  conclusion  is  based  on  the  following: 

1.  It  is  not  understood  why  a  decision  was  ever  made  to  hire  COLLATERAL  L  to  work 
directly  with  mentally  ill  patients.  At  the  time  he  was  hired  ....REDACTED 

2.  COLLATERAL  L REDACTED with  persons  with  mental  illness  prior  to 

being  hired  at  Westborough  State  Hospital. 

3.  At  the  time  of  his  employment  at  WBSH,  COLLATERAL  L REDACTED 


4.  There  were  recurring  complaints  about  COLLATERAL  L  by  patients  reporting  his  use 
of  foul  language,  creating  a  tension  on  the  milieu,  insulting  patients,  threatening  patients, 
and  instilling  fear  of  retaliation  in  patients  if  they  complained  about  his  treatment. 

5.  COLLATERAL  L  demonstrated  a  lack  of  concern  for  the  patients  he  served,  as 
REDACTED which  placed  patients  in  danger. 

6.  Gail  Hnatiow,  DMH  Adjunct  Investigator,  wrote  in  response  to  Complaint  Log 
#4/WBSH/92/182  on  September  22,  1992,  "However,  he  [COLLATERAL  L]  may  be 
overdoing  his  job,  he  may  lack  judgment  as  to  when  not  to  be  assertive  and  not 
appropriate  for  a  mental  health  setting  [emphasis  added].  It  appears  that  his  concept 
of  redirection  is  highly  authoritarian. . ." 

E.  It  is  concluded  that  COLLATERAL  HHHH  failed  to  halt  or  prevent  the  assault  on 
CLIENT  I  and,  further,  that  her  statements  to  the  DMH  Investigations  Manager,  Richard 
Pickett,  and  to  DMH/WBSH  Administration  were  not  credible,  when  she  claimed  that  she 
did  not  observe  the  assault  by  COLLATERAL  L  on  CLIENT  I.  This  conclusion  is  based 
on  the  following: 

1 .         COLLATERAL  HHHH  stated  that  she  was  present  before  and  during  the  second 
restraint  of  CLIENT  I  on  August  12,  1993  (the  restraint  during  which  he  was  assaulted). 

2  .         Statements  by  INTERVIEWEE  XV  concerning  the  severity  of  the  assault  were  as 
follows:  "REDACTED  observed  him  [COLLATERAL  L]  punch  CLIENT  I  five  or  six 
times  with  extremely  hard  blows.  REDACTED  could  hear  every  impact  and  instantly  the 
client  started  to  bleed  and  swell." 

3  .         COLLATERAL  HHHH  stated  that  "Upon  seeing  INTERVIEWEE  XV  standing 
there  [at  CLIENT  I's  head] . .  .1  advanced  down  the  left  side  of  the  corridor  —  towards  him. 
When  I  "Ot  close  enough  —  he  was  beginning  to  bend  forward.  I  then  walked  back  to  my 
original  position. . . ".  This  statement  indicates  that  she  was  present  and  had  a  good  view  of 
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the  patient's  head  during  the  assault.  When  INTERVIEWEE  XV  bent  forward,  it  was  to 
stop  COLLATERAL  L  as  he  was  hitting  CLIENT  I  in  the  head  with  his  fists.  It  is 
inconceivable  that  COLLATERAL  HHHH  did  not  see  this. 

4  .         INTERVIEWEE  XV  stated  that  while  the  assault  was  taking  place  he  asked 
COLLATERAL  HHHH,  "Are  you  going  to  allow  this?"  When  the  assault  was  over  he 
witnessed  COLLATERAL  HHHH  kneel  beside  CLIENT  I  and  tell  him,  "This  is  what  you 
get  for  acting  out". 

5  .         CLIENT  I  stated  that,  immediately  following  the  assault  on  him  by  COLLATERAL 
L,  COLLATERAL  HHHH  told  him,  "That's  what  you  get  for  misbehaving." 

6  .        COLLATERAL  HHHH  attempted  to  conceal  from  the  DMH  investigator 
information  which  would  indicate  that  .REDACTED.  COLLATERAL  L.  She  stated  that 
she  ..REDACTED.,  when  facts  indicate  that  ...REDACTED... 

7  .         COLLATERAL  HHHH  stated  to  the  DMH  Investigator  that  she  completed  an 
assessment  of  CLIENT  I  in  the  Restraint  Room  after  the  second  restraint,  and  that  she 
observed  only  "ruddy"  coloring,  indicative  of  a  struggle.  An  incident  report  completed  by 
her  following  the  assault,  and  erroneously  dated  August  11,  1993,  described  CLIENT  I  as 
having  an  ecchymotic  area  to  his  left  forehead  and  stated  that  it  was  unknown  how  the 
injury  was  sustained.  A  progress  note  signed  by  her  and  dated  August  12,  1993,  recorded 
injuries  as  "few  mild  lacerations  to  forehead  and  lump  on  Left  forehead".  The  note  went  on 
to  say  CLIENT  I  had  been  wearing  a  rimmed  cap  when  in  the  Day  Hall  "shielding 
considerable  portion  of  his  head",  suggesting  the  injuries  may  have  been  present  prior  to 
his  coming  onto  the  ward.  All  statements  by  COLLATERAL  HHHH  concerning  CLIENT 
I's  injuries  appear  to  have  been  attempts  to  minimize  the  injuries  received  by  CLIENT  I  and 
to  conceal  the  actual  cause. 

At  the  same  time  that  COLLATERAL  HHHH  was  assessing  CLIENT  I  injuries.  Dr. 
Weeratne  was  also  examining  him.  In  a  Consultation/Referral  Form  to  the  Emergency 
Room  at  the  University  of  Massachusetts  Medical  Center,  dated  August  12,  1993,  Dr. 

Weeratne    wrote:       " REDACTED 

REDACTED 

REDACTED 

8  .         INTERVIEWEE  XV  stated  that,  after  handcuffing  CLIENT  1,  he  observed 
"bleeding  and  swelling"  on  CLIENT  I's  head,  indicating  that  these  injuries  were 
immediately  visible. 

9  .         DMH  Investigations  Manager  Richard  Pickett  and  Human  Rights  Officer  Kermit 
Brown  both  reported  observing  bruising  and  bleeding  at  approximately  the  same  time  that 
COLLATERAL  HHHH  observed  CLIENT  I  in  the  Restraint  Room. 

F.  It  is  concluded  that  INTERVIEWEE  HI,  failed  to  halt  or  prevent  the  assault  on 
CLIENT  I.  It  is  further  concluded  that  his  statements  to  the  DMH  Investigator  and  at 
the  Show  Cause  Hearing,  concerning  the  actions  of  COLLATERAL  L  and  COLLATERAL 
HHHH,  were  not  credible.  It  is  also  concluded  that  INTERVIEWEE  HI  failed  to  report 
abuse  to  the  DPPC.  These  conclusions  are  based  on  the  following: 

1 .         INTERVIEWEE  Ill's  statement  to  the  DMH  Investigator,  that  he  had  "a  clear  view" 
of  CLIENT  I  throughout  the  second  restraint  and  that  he  never  saw  COLLATERAL  L 
punch  CLIENT  I,  renders  the  statement  not  credible. 
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2  .         The  testimony  by  INTERVIEWEE  IE,  at  the  Show  Cause  hearing,  that  it  was  not 
possible  that  things  took  place  that  he  did  not  see  and  his  testimony  that  he  would  have  seen 
an  assault  (and  did  not)  again  rendered  his  testimony  not  credible. 

3  .         The  reports  by  INTERVIEWEE  HI  that  "he  [CLIENT  I]  went  down  face  first,  on 
the  rug,  with  us  on  top  of  him"  and  that  "he  could  have  gotten  injured  very  easily,  when  he 
fell  down  like  that"  were  contradicted  by  all  others  present  who  testified  that  CLIENT  I  was 
restrained  face  up. 

4 .         In  his  interview  with  the  DMH  Investigator  INTERVIEWEE  III  testified  that, 
during  the  second  restraint,  he  was  "on  his  [CLIENT  I's]  legs."  However,  in  his  testimony 
at  the  Show  Cause  Hearing  INTERVIEWEE  EI  testified  that  he  was  on  the  upper  part  of 
CLIENT'S  body  and  that  when  COLLATERAL  L  came  to  assist,  he  moved  down  toward 
the  patient's  legs. 

5  .         INTERVIEWEE  XV  described  the  severity  of  the  assault  as  follows:  "This 
REDACTED  observed  him  [COLLATERAL  L]  punch  CLIENT  I  five  or  six  times  with 
extremely  hard  blows.  REDACTED  could  hear  every  impact  and  instantly  the  client  started 
to  bleed  and  swell."  INTERVIEWEE  XV  further  reported  that  he  could  feel  the  impact  of 
the  blows. 

The  testimony  of  INTERVIEWEE  m  that  he  observed  as  COLLATERAL  L  "jumped  in  to 
help"  with  the  restraint  indicates  he  was  aware  of  the  progress  of  the  restraint.  This  renders 
unbelievable  his  failure  to  observe  extreme  blows  which  were  loud  enough  to  be  heard. 

6  .         INTERVIEWEE  HI  refused  to  directly  answer  the  question,  "/Are  you  telling  the 
truth  today?"  during  his  testimony  at  the  Show  Cause  Hearing. 

7  .         No  report  was  received  by  the  DPPC  concerning  the  abuse  of  CLIENT  I  from 
INTERVIEWEE  HI. 

G.  It  is  concluded  that  INTERVIEWEE  VII  caused  serious  physical  injury,  as  defined  bv 
M.G.L.  C.19C,  to  CLIENT  I  when  he  "kneeled"  on  CLIENT  I's  arm  during  the  Second 
Restraint  causing  a  bruise  and  further,  that  his  statements  were  not  credible  to  this 
Investigator  and  the  DMH/WBSH  Hearing  Officer  when  he  reported  that  he  did  not 
observe  or  take  part  in  the  Second  Restraint  of  CLIENT  I  in  the  hallway  of  Hennessy  2A. 
These  conclusions  are  based  on  the  following: 

1 .  In  his  original  statement  to  Richard  Pickett,  DMH  Investigations  Manager, 
INTERVIEWEE  VH  stated  that  he  assisted  in  the  second  restraint  of  CLIENT  I  and  "took 
over"  for  COLLATERAL  NNN  after  he  was  injured. 

2.  CLIENT  I  stated  that  a  "REDACTED"  [name  unknown  to  him]  was  kneeling  on  his 
arm.  It  is  concluded  that  this  is  the  same  arm  that  COLLATERAL  NNN  had  originally  held 
and  relinquished  after  his  injury  and  is  the  arm  that  INTERVIEWEE  VII  originally  reported 
that  he  was  holding. 


*o* 


3.  Richard  Pickett  stated  that  his  Interview  Notes  were  accurate.  He  also  stated  that 
INTERVIEWEE  VII  had  been  an  unreliable  reporter  in  a  previous  investigation. 

4.  Kermit  Brown  reported  that  INTERVIEWEE  VII  had  changed  his  story  during  a 
previous  investigation. 
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5  .         There  were  medical  indications  of  bruising  of  CLIENT  I's  arm  in  his  WBSH 
Medical  Records  and  UMMC  Medical  Records. 

H.  It  is  concluded  that  INTERVIEWEE  VII  failed  to  halt  or  prevent  the  assault  on 
CLIENT  I.  It  is  also  concluded  that  INTERVIEWEE  VII  failed  to  report  the  abuse  to  the 
DPPC  as  required.  These  conclusions  are  based  on  the  following: 

1 .         The  preceding  facts  and  conclusions  indicate  that  INTERVIEWEE  VII  was  present, 
participated  in  the  restraint,  and  witnessed  the  assault. 

2  .         INTERVIEWEE  XV  described  the  severity  of  the  assaults  follows:  "REDACTED 
observed  him  [COLLATERAL  L]  punch  CLIENT  I  five  or  six  times  with  extremely  hard 
blows.  REDACTED  could  hear  every  impact  and  instantly  the  client  started  to  bleed  and 
swell." 

3  .         There  was  no  report  of  the  abuse  received  by  the  DPPC  from  INTERVIEWEE  VII. 

I.  It  is  concluded  that  INTERVIEWEE  V,  failed  to  halt  or  prevent  the  assault  on  CLIENT 

1  and,  further,  that  he  was  not  credible  to  the  DMH  Investigator  and  also  at  the  Show  Cause 
Hearing  concerning  the  actions  of  COLLATERAL  L.  It  is  concluded  that  INTERVIEWEE 
V  failed  to  report  this  abuse  to  the  DPPC  as  required.  These  conclusions  are  based  on  the 
following: 

1 .         INTERVIEWEE  V  stated  that  he  was  present  and  participated  in  both  restraints  of 
CLIENT  I  on  August  12,  1993. 

2  .         INTERVIEWEE  V  testified  at  a  DMH  Show  Cause  Hearing  concerning  the  events 
of  August  12,  1993.  He  stated,  in  relevant  part,  "When  CLIENT  I  was  down  on  the 
ground,  I  was  down  on  the  ground  with  him. .  .1  was  to  CLIENT  I's  left. .  .1  was  above  his 
shoulders,  with  my  upper  ....I  was  facing  down  his  body  holding  his  left  arm. .  .1  believe 
COLLATERAL  HH  was  down  around  his  feet  and  I  think  that  COLLATERAL  MM  and 
INTERVIEWEE  in  were  on  his  right  side,  but... I  am  not  sure  about  that.  I  know  there 
were  other  staff  present,  at  that  time,  I  couldn't  tell  you  where  they  were  either."  This 
statement  indicated  that  INTERVIEWEE  V  had  a  vantage  point  which  would  have  allowed 
him  to  view  the  abuse  and  certainly  to  hear  the  assault. 

3  .         The  testimony  of  INTERVIEWEE  V  that  he  did  not  remember  seeing 
COLLATERAL  L  during  the  second  restraint  is  not  credible,  given  his  position  during  the 
restraint. 

4  .         The  statement  that  he  observed  "shallow  scrapes  oozing,  not  bleeding"  on  CLIENT 
I's  face  following  the  second  restraint,  is  not  consistent  with  statements  by 
INTERVIEWEE  XV,  Dr.  Weeratne,  Investigator  Pickett  and  HRO  Brown  concerning  the 
extent  of  injuries  to  CLIENT  I. 

5  .         INTERVIEWEE  XV  stated,  "..REDACTED.,  observed  him  [COLLATERAL  L] 
punch  CLIENT  I  five  or  six  times  with  extremely  hard  blows.  ..REDACTED.,  could  hear 
every  impact  and  instantly  the  client  started  to  bleed  and  swell." 

6  .         INTERVIEWEE  V  wrote  that  "I  made  no  observations  of  patient  abuse  and  testified 
fully  regarding  my  action  and  those  of  others  in  this  incident.  I  am  aware  that  the  patient 
sustained  head  and  face  injuries,  but  I  was  unable  to  see  how  they  occurred. . ."  It  is  not 
conceivable  that  INTERVIEWEE  V  could  have  been  positioned  as  he  described,  kneeling 
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above  CLIENT  I  and  holding  onto  his  left  arm,  and  that  he  did  not  hear  or  see  the  blows  to 
CLIENT  I's  face  and  head. 

7  .         No  report  was  received  by  the  DPPC  concerning  the  abuse  of  CLIENT  I  from 
INTERVIEWEE  V. 

J.  It  is  concluded  that  COLLATERAL  HH  failed  to  halt  or  prevent  the  assault  on  CLIENT 
I  and  further,  that  his  statements  to  the  DMH  Investigator  to  the  effect  that  he  did  not 
witness  abuse  were  not  credible.  It  is  concluded  that  COLLATERAL  HHH  failed  to  report 
the  abuse  to  the  DPPC  as  required  These  conclusions  are  based  on  the  following: 


1 .         COLLATERAL  HH  stated  in  an  interview  with  a  DMH  Investigator  that  he  was  a 
participant  in  the  second  restraint  of  CLIENT  I  and  that  he  "had  a  leg"  during  this  restraint. 

2  .        At  a  DMH  Show  Cause  Hearing,  COLLATERAL  HH  stated  that  he  was  "right  up 
by  his  [CLIENT  I's]  shoulders",  making  failure  to  observe  the  assault  not  credible  and 
which  conflicts  with  his  previous  statements. 

3  .         The  statement  of  COLLATERAL  HH  that  he  observed  COLLATERAL  L 

participating  in  both  restraints  indicates  he  witnessed  the  assault. 

4  .         INTERVIEWEE  XV  described  the  severity  of  the  assault:  "REDACTED  observed 
him  [COLLATERAL  L]  punch  CLIENT  I  five  or  six  times  with  extremely  hard  blows. 
..REDACTED.,  could  hear  every  impact  and  instantly  the  client  started  to  bleed  and  swell." 

5  .         In  his  written  statement  dated  August  14,  1993,  COLLATERAL  HH  did  not 
indicate  that  he  observed  any  assault  or  patient  mistreatment  or  observed  any  injuries  to  the 
patient.  Given  the  injuries  described  by  INTERVIEWEE  XV  immediately  after  the  assault 
(bleeding  and  swelling),  this  omission  is  conspicuous  and  suspect. 

6  .         No  report  of  the  abuse  was  received  by  the  DPPC  from  COLLATERAL  HH. 


K.  It  is  concluded  that  COLLATERAL  MM  failed  to  halt  or  prevent  the  assault  on 
CLIENT  I  and  further,  that  his  testimony  at  the  Show  Cause  Hearing  was  not  credible.  It  is 
further  concluded  that  COLLATERAL  MM  failed  to  report  this  abuse  to  the  DPPC  as 
required  by  law.  These  conclusions  are  based  on  the  following: 

1 .         COLLATERAL  MM's  testimony  that,  during  the  second  restraint.  "I  was  right  up 
by  his  shoulders",  gave  him  a  vantage  point  from  which  he  would  have  had  to  witness  the 
blows  to  CLIENT  I,  thus  made  his  alleged  failure  to  observe  the  assault  not  credible. 

2  .         Testimony  by  COLLATERAL  MM  that  "I  don't  think  he  [CLIENT  I]  was  cut.  but 
he  had  bruises. .  .on  his  face. .  .so  I  don't  know  where  he  got  them  or  anything",  conflicts 
with  the  observations  of  Investigator  Pickett,  Human  Rights  Officer  Brown  and  M.D. 
Weeratne  regarding  injuries  sustained  and  appears  to  be  an  attempt  to  minimize  the 
seriousness  of  those  injuries. 

3  .         The  testimony,  at  the  Show  Cause  Hearing,  of  INTERVIEWEE  XV  concerning  the 
severity  of  the  assault,  which  he  testified,  "REDACTED  observed  him  [COLLATERAL  L] 
punch  CLIENT  I  five  or  six  times  with  extremely  hard  blows.  REDACTED  could  hear 
every  impact  and  instantly  the  client  started  to  bleed  and  swell." 
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4 .         No  report  of  the  abuse  was  received  from  COLLATERAL  MM  concerning  the 
abuse  of  CLIENT  I. 


1.  It  is  concluded  that  INTERVIEWEE  VI,  was  present  during  the  assault  on  CLIENT  I 
by  COLLATERAL  L.  It  is  also  concluded  that  she  observed  this  assault  and  failed  to  stop 
or  prevent  it  and  that  she  was  not  credible  in  her  written  statement  and  to  this  Investigator 
when  she  reported  that  she  did  not  see  COLLATERAL  L  strike  CLIENT  I.  It  is  further 
concluded  that  INTERVIEWEE  VI  was  REDACTED  at  the  time  of  the  assault.  It  is  also 
concluded  that  INTERVIEWEE  VI  failed  to  report  the  assault  to  the  DPPC  as  required  by 
law.  These  conclusions  are  based  on  the  following: 

1 .         INTERVIEWEE  VI  stated  that,  REDACTED,  she  responded  to  the  first  green  alert 
which  was  called  before  the  first  restraint  of  CLIENT  I. 

2  .         INTERVIEWEE  VI  testimony  that  CLIENT  I  was  already  on  the  floor  in  the 
hallway  when  she  arrived  on  the  Unit  indicates  she  was  present  while  CLIENT  I  was  being 
restrained. 

3  .         David  Potter,  Unit  Director,  stated  that  INTERVIEWEE  VI  was  present  when  he 
arrived  on  the  scene  as  CLIENT  I  was  ...REDACTED....  Since  the  time  lapse  from  the 
assault  to  ..REDACTED.,  of  CLIENT  I  was  very  short,  it  is  highly  unlikely  that 
INTERVIEWEE  VI  could  have  left  and  returned. 

4  .         INTERVIEWEE  VI's  assertions  to  ...REDACTED...  that  COLLATERAL  L  didn't 
strike  anyone,  indicated  that  she  was  present  for  the  entire  restraint  and  would  have  had  to 
witness  the  event. 

5  .         CLIENT  I  stated  that  REDACTED  was  present  during  his  assault. 

6  .         The  testimony  of  INTERVIEWEE  XV  concerning  the  severity  of  the  assault,  which 
he  testified,  "REDACTED  observed  him  [COLLATERAL  L]  punch  CLIENT  I  five  or  six 
times  with  extremely  hard  blows.  REDACTED  could  hear  every  impact  and  instantly  the 
client  started  to  bleed  and  swell." 

7  .        No  report  of  the  above  abuse  was  received  from  INTERVIEWEE  VI  by  the  DPPC. 

M.  It  is  concluded  that  the  two  restraints  of  CLIENT  I  on  August  12,  1993,  resulted  in  an 
out-of-control  situation  among  all  staff  present  during  these  restraints.  This  conclusion  is 
based  on  the  following: 

1 .         The  above  conclusions  and  facts  including  the  failure  to  stop  the  assault  on 
CLIENT  I. 

2  .  The  testimony  of  INTERVIEWEE  XV  that  he  REDACTED  CLIENT  I  in  an  attempt 
to  stop  the  rough  handling  of  CLIENT  I  by  the  MHW's  moving  him  to  the  Restraint  Room 
and  that  he  was  afraid  that  CLIENT  I  would  be  further  harmed  by  this  rough  handling. 

3  .         The  report  of  the  anonymous  MHW  that  staff  had  discussed  the  assault  in  a  later 
meeting,  during  which  staff  were  reported  to  have  described  how  surprised  they  were  and 
how  upset  they  were  about  the  assault  and  their  failure  to  do  anything  about  it. 
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4  .        The  attempted  cover-up  of  the  assault  by  all  others  present. 

N.  It  is  concluded  that  COLLATERAL  S  retaliated  against  CLIENT  I  for  reporting  the 
actions  of  COLLATERAL  L  to  WBSH  Administration  and  DMH  Investigators.  This 
conclusion  is  based  on  the  following: 

1 .        CLIENT  I  reported  that  COLLATERAL  S  refused  to  give  him  a  cigarette,  and  to 
CLIENT  I  this  was  because  he  told  DMH  Investigators  about  COLLATERAL  L.  Although 
this  appears  to  be  a  small  act  of  retaliation,  it  must  be  remembered  that  CLIENT  I  felt 
threatened  by  this  conduct  and  believed  it  was  designed  to  frighten  him. 

2  .         COLLATERAL  S's  employment  history  at  WBSH  included  the  following: 

a.     COLLATERAL  S  received  REDACTED 

REDACTED 


b.  COLLATERAL  S  was  the  subject  of  Complaint  #4/WBSH/9 1/231  for  being 
confrontational  with  clients  and  escalating  client  behavior. 

c.  COLLATERAL  S  was  the  subject  of  Complaint  #4/WBSH/92/250  in  which  a 
patient  complained  about  COLLATERAL  S's  behavior. 

d.  COLLATERAL  S  was  the  subject  of  Complaint  #4/WBSH/93/044  in  which  a 
patient  complained  that  COLLATERAL  S  was  intimidating  him. 

e.  COLLATERAL  S  was  the  subject  of  Complaint  #4/WBSH/93/135  in  which  a 
patient  complained  that  COLLATERAL  S  had  "manhandled"  her. 

f.  COLLATERAL  S  was  the  subject  of  Complaint  #4/WBSH/93/239  in  which 
COLLATERAL  S  was  reported  to  have  "slammed  the  phone  down"  on  a  patient. 

g.  COLLATERAL  S  was  the  subject  of  DPPC  #13145  in  which  he  was  alleged  to 
have  used  excessive  force  on  a  patient. 

3.         COLLATERAL  S's  REDACTED 


4  .         COLLATERAL  S  REDACTED  WBSH  and  failed  to  respond  to  a  letter  requesting 
an  interview. 


0.  It  is  concluded  that  the  destruction  of  hearing  notes  failed  to  create  a  record  of  previous 
statements  which  would  allow  an  investigator  and/or  administrator  to  further  examine  the 
credibility  of  staff  regarding  the  events  of  August  12,  1993. 

P.  It  is  concluded  that,  although  Commissioner  Elias  wrote  that  "DMH  took  the  complaint 
very  seriously"  in  her  Commissioner's  Appeal  Decision  of  the  DMH  Investigation  of  the 
assault  on  CLIENT  I  by  COLLATERAL  L,  there  was  inconsistent  regard  for  the 
seriousness  of  the  incident  at  WBSH.  Although  two  participants  were  terminated  as  a  result 
of  the  assault,  it  has  been  found  that  other  disciplinary  actions  were  not  uniformly  applied. 
These  conclusions  are  based  on  the  following: 

1 .  Although  INTERVIEWEE  III  was  disciplined  for  his  failure  to  report  the  abuse  of 
the  patient,  he  received  an  overall  job  performance  rating  for  that  year  of  "Exceeds".  There 
is  no  reference  on  his  performance  evaluation  to  his  failure  to  report  abuse  or  to  the 
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dishonesty  in  his  testimony  at  COLLATERAL  L's  Show  Cause  hearing  in  which  he 
testified  for  COLLATERAL  L  and  which  C.O.O.  Scheibel  found  to  be  false  testimony. 

2  .         Although  INTERVIEWEE  V  was  disciplined  for  his  failure  to  report  the  abuse  of 
the  patient,  he  received  an  overall  job  performance  rating  REDACTED  .  There  is  no 
reference  on  his  performance  evaluation  concerning  his  failure  to  report  or  the  dishonesty  in 
his  testimony  at  COLLATERAL  L's  Show  Cause  Hearing  in  which  he  testified  for 
COLLATERAL  L  and  which  C.O.O.  Scheibel  found  to  be  false  testimony. 

3  .         Contrary  to  Commissioner  Elias'  Decision  Letter  which  indicated  that  WBSH  had 
sought  trainings  from  the  DPPC,  only  one  training  of  WBSH  personnel  has  been  requested 
and  took  place  in  August,  1993. 

4  .         All  disciplinary  actions,  with  the  exception  of  the  termination  of  COLLATERAL  L. 
were  completed  during  the  year  that  the  DPPC  was  kept  waiting  for  records  which  DMH 
was  required  to  release. 


Q.  It  is  concluded  that  a  climate  of  fear  regarding  reporting  abuse  exists  at  Westborough 
State  Hospital.  This  climate  was  a  significant  factor  as  it  affected  the  events  of  August  12, 
1993.  These  conclusions  are  based  on  the  following: 

1 .         Many  of  the  MHW's  who  were  subjects  of  this  investigation  have  criminal 
backgrounds  and  most  of  them  were  involved  in  the  restraint  of  August  12,  1993.  Some  of 
these  criminal  histories  indicate  impulse  control  problems  and/or  serious  drug  and  alcohol 
problems. 

2  .         DMH  failed  to  discharge  employees  for  threats  of  violence  or  actual  physical 
attacks,  e.g.,  COLLATERAL  HH  was  not  terminated  when  he  "threatened  and  actually 
attempted  to  do  bodily  harm"  to  his  supervisor.  It  is  noted  that  a  patient  at  WBSH  suffered 
serious  physical  injury  due  to  abuse  by  COLLATERAL  HH  after  this  incident. 

In  another  instance  WBSH  Administration  failed  to  follow  their  own  guidelines  in  failing  to 
terminate  COLLATERAL  HH  after  he  inflicted  abuse  on  a  patient  at  WBSH  as  reported  in 
Complaint  #4/WBSH/94/194  The  following  are  noted: 

a.  Keith  Moore,  Director  of  Human  Resources  at  WBSH,  stated  that  the 
standard  disciplinary  action  for  physical  abuse  is  "termination". 

b.  The  allegations,  which  were  substantiated  by  a  DMH  Investigator,  were 
criminal  in  nature  and  constituted  Assault  with  a  Dangerous  Weapon  —  a 
shod  foot. 

c.  WBSH  allowed  COLLATERAL  HH  to  resign  and  ..REDACTED.. 

REDACTED 

d.  WBSH  failed  REDACTED COLLATERAL  HH's 

personnel  file. 

3  .         Insubordination  on  the  units  by  staff  toward  their  supervisors  was  allowed  to  go 
unchecked,  e.g.,  COLLATERAL  S  who  later  was  discharged  for  harming  a  patient, 

4  .         Staff  were  not  disciplined  for  too  aggressive  and  unwarranted  restraints,  even  after 
complaints  by  Licensed  Social  Workers. 
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5  .         DMH  Investigators  have  failed  to  consider  past  behaviors  by  alleged  abusers  and 
allegations  of  such  behaviors  as  a  pattern  of  conduct  which  would  lend  more  credibility  to 
patient  complaints. 

6  .         All  Mental  Health  Workers  and  Nurses  present  on  Hennessy  2A  on  August  12, 
1993,  failed  to  forcibly  stop  the  assault  on  CLIENT  I  by  COLLATERAL  L. 

7 .         All  Mental  Health  Workers  and  Nurses  present  on  Hennessy  2 A  on  Aueust  12, 
1993,  failed  to  report  the  assault  on  CLIENT  I. 

8  .         All  Mental  Health  Workers  and  Nurses  present  on  Hennessy  2 A  on  August  12, 
1993,  denied  having  any  knowledge  of  the  assault  to  investigators  and  administrators  of 
WBSH. 

9  .         Threats  were  made  to  INTERVIEWEE  XV  for  his  arrest  of  COLLATERAL  L, 
including  threats  scratched  in  the  elevator  and  written  notes  left  on  his  desk. 

1 0 .  Steven  Scheibel,  C.O.O.  of  WBSH  reported  that  he  found  that  a  climate  of  fear 
existed  when  he  reviewed  the  actions  of  WBSH  staff  on  August  12,  1993. 

1 1 .  Keith  Moore,  Director  of  Personnel,  also  reported  that  a  climate  of  fear  about 
reporting  abuse  existed  at  WBSH. 

1 2 .  Hennessy  2 A  Unit  Director  David  Potter  stated  that  "trying  to  get  one  MHW  to  say 
something  against  another  MHW  is  very  rare." 

1 3 .  Human  Rights  Officer,  Kermit  Brown,  reported  his  observation  that  a  climate  of 
fear  exists  at  WBSH. 

1 4 .  INTERVIEWEE  II,  REDACTED,  reported  that  she  had  been  threatened  for 
reporting  abuse  of  a  patient  REDACTED  at  WBSH.  INTERVIEWEE  II  also  reported  that 
her  automobile  was  damaged  and  another  worker  had  his  tires  slashed  as  a  result  of 
reporting  patient  abuse. 

1 5 .  The  conclusions  of  a  DPPC  Investigator  in  DPPC  case  #  13 145  were  that  mandated 
reporters  failed  to  report  abuse  due  to  "institutionalized  reticence  of  reporting  on  a  co- 
worker" and  that  an  MHW  had  "intimidated"  others  not  to  report. 

1 6 .  There  is  an  absence  of  reports  to  the  DPPC  of  alleged  abuse  from  MHW's  at 
WBSH.  Only  one  report  has  been  received  by  the  DPPC  from  an  MHW  during  the  period 
from  August  18,  1993,  until  the  writing  of  this  report. 

17.  It  is  noted  that  the  discipline  utilized  by  DMH/WBSH  concerning  COLLATERAL  L 
and  COLLATERAL  HHHH  was  appropriate  and  necessary  to  ensure  the  safety  of  patients 
at  Westborough  State  Hospital. 

R.  It  is  concluded  that  the  allegation  that  MHW's  threatened  bodily  harm  to  CLIENT  I  for 
speaking  to  anyone  about  the  assault  is  not  supported  by  the  facts  discovered  in  this  Investigation. 
Therefore,  this  allegation  is  not  substantiated. 

S.  It  is  concluded  that  there  have  been  numerous  failures  to  report  abuse  to  the  DPPC.  as  required 
by  law,  by  WBSH  Direct  Care  Staff,  Administration  and  Investigation  Staff.  The  following 
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findings  arise  from  a  review  of  DMH  Complaints  filed  concerning  staff  involved  in  the  restraints  of 
CLIENT  I  and  from  the  intimidation  of  CLIENT  I.  Some  of  the  Complaints,  upon  review,  were 
determined  to  be  frivolous  and/or  not  reportable  to  the  DPPC.  However,  the  following  Complaints 
are  concluded  to  have  been  reportable.  Although  there  could  be  some  argument  that  there  was  no 
"reasonable  cause  to  believe"  that  abuse  existed  [as  required  by  M.G.L.  c.  19C]  in  some  of  the 
following  Complaints,  the  number  and  scope  of  the  following  indicate  a  pervasive  failure  to  report 
abuse  to  the  DPPC  as  required  by  Massachusetts  General  Laws. 

1.  COLLATERAL  W,  WBSH  Administration  and  DMH  Internal  Affairs  failed  to 
report  allegations  of  abuse  in  Complaint  #4/WBSH/94/194  in  which  it  was  alleged 
that  COLLATERAL  HH  choked  a  patient  and  restrained  the  patient  by  placing  his 
foot  on  the  patient's  neck.  The  following  is  noted: 

a.  A  written  DMH  Complaint  was  completed  by  COLLATERAL  W  on  August 
9,  1994,  which  indicated  that  the  patient  suffered  serious  physical  injury  as 
a  result  of  the  actions  of  COLLATERAL  HH,  which  COLLATERAL  W 
had  witnessed. 

b.  The  DMH  Investigator  in  this  case  reports  that  she  requested  that 
COLLATERAL  W  file  a  report  with  DPPC  on  several  occasions. 

c.  The  case  was  finally  reported  to  the  DPPC  on  September  13,  1994,  over  a 
month  after  it  occurred,  although  the  law  requires  reporting  "immediately". 

d.  Dr.  Weeratne  examined  the  patient  and  documented  that  he  had  sustained 
' REDACTED "  and  "His  REDACTED 

REDACTED 

reactions..." 

2.  It  is  concluded  that  WBSH  Administration  and  DMH  Internal  Affairs  failed  to 
report  abuse  by  COLLATERAL  DDDD  which  was  discovered  during  an 
investigation  into  DMH  Complaint  #04/WBSH/95/167  It  was  learned  that 
COLLATERAL  DDDD  had  been  involved  in  a  confrontation  with  REDACTED  and 
that  at  least  two  patients  from  WBSH  were  involved.  It  is  further  concluded  that 
Campus  Police  failed  to  report  the  possible  abuse  of  patients  indicated  by  the 
behaviors  of  COLLATERAL  DDDD.  This  conclusion  is  based  on  the  following: 

a.  The  investigation  concluded  that  COLLATERAL  DDDD  and  REDACTED. 
COLLATERAL  EE,  were  involved  in  "a  verbal  and  dangerous  altercation 
...  which  prompted  a  patient  to  confront  COLLATERAL  DDDD  about 

his  threatening  statements  to  COLLATERAL  EE."    Another  patient  called 
Campus  Police. 

b .  The  conclusions  of  COLLATERAL  DDD  indicated  that  the  altercation 
occurred;  however,  COLLATERAL  DDD  failed  to  report  the  incident  to  the 
DPPC. 

c.  The  Decision  and  Action  of  Area  Director  Kirousis  indicated  that  the 
situation  occurred  as  alleged.  However,  INTERVIEWEE  DC  failed  to 
report  the  allegations  to  the  DPPC  or  to  take  disciplinary  action  against 
COLLATERAL  DDDD. 
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3.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 

abuse  in  Complaint  #04/WBSH/93/135,  which  alleged  that  a  patient  had  been 
"manhandled"  by  two  MHW's  and  that  they  had  used  excessive  force  during  a 
restraint  of  her.  The  following  are  noted: 

a.  The  patient  stated  that  she  was  the  victim  of  "man  handling"  and  "too  much 
brutal  punishment."    She  stated  that  staff  had  her  arms  "behind  my  back, 
lying  up  towards  my  neck."  These  statements  indicate  a  possible  serious 
physical  injury  and  probable  serious  emotional  injury. 

b .  The  DMH  Investigation  resulted  in  substantiation  of  some  of  the  allegations. 


4.  WBSH  Administration  and  DMH  Internal  Affairs  did  not  report  allegations  of  abuse 

contained  in  DMH  Complaint  #4/WBSH/93/080,  in  which  it  was  alleged  that  a 
patient  hit  his  head  on  a  table  and  chair  as  a  result  of  the  actions  of  an  MHW  and 
that  the  patient  was  the  victim  of  excessive  force  during  a  restraint. 

a.  The  allegation,  in  a  written  statement  completed  by  the  patient,  contained 
assertions  that  COLLATERAL  HH  "blocked  my  path. .  .grabbed  my  leg  and 
lifted.  My  head  hit  the  formica  shelf  on  the  side  of  the  room,  then  hit  the 
wooden  side  of  a  chair,  then  the  floor.  As  I  lay  on  the  floor  face  down  on 
the  attendants  grabbed  my  right  foot  and  snapped  my  lower  right  leg  (my 
arthritic  knee)  diagonally  at  the  knee. . ." 

b .  The  report  of  the  Director  of  Quality  Assurance  that  the  patient  had 
complained  of  a  "rug  burn"  which  is  a  Serious  Physical  Injury  as  defined  by 
M.G.L.  C.19C. 


5.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 

abuse  in  Complaint  #04/WBSH/9 1/231,  which  alleged,  "COLLATERAL  F  and 
COLLATERAL  S  are  being  confrontational  with  clients  during  2nd  shift.  This  is 
said  to  be  escalating  client  behavior." 

a.  Muriel  Mandell,  LICSW,  reported  to  a  DMH  Investigator  that  she 
had  witnessed  incidents  where  patients  were  sent  to  the  Quiet  Room 
[seclusion]  or  placed  in  restraint  unnecessarily. 

b .  Lillian  Balch,  LICSW,  reported  to  a  DMH  Investigator  that  she  had 
witnessed  language  abusive  to  patients.  She  also  reported  that  she  had 
witnessed  incidents  where  patients  were  sent  to  the  Quiet  Room  [seclusion] 
or  placed  in  restraint  unnecessarily. 

c .  Carole  OToole,  RN,  reported  to  a  DMH  Investigator  that  COLL ATERAL 
S  had  a  militant  attitude  toward  patients  and  that  she  had  witnessed  him 
pounce  on  patients. 

d.  Virginia  Stevens,  RN  Supervisor,  reported  that  COLLATERAL  S  could  be 
threatening  to  patients  with  "Gestapo-like"  tactics  and  that  he  lies  when  he 
gets  caught. 
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6.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 

abuse  in  Complaint  #04/WBSH/93/044,  which  alleged  that  COLLATERAL  S  had 
been  intimidating  a  patient  concerning  his  medications  for  several  months. 

a.  The  patient  stated  that  COLLATERAL  S  was  "intimidating"  him  and  that  he 
felt  "threatened".  Further,  the  patient  alleged  that  COLLATERAL  S  told  him 
"he  could  put  me  down  by  himself." 

b .  DMH  had  a  record  of  multiple  statements  of  nurses  and  social  workers  for  a 
prior  DMH  Investigation,  conducted  in  1991,  that  COLLATERAL  S  was 
threatening  to  patients,  that  he  lied  and  that  he  used  seclusion  and  restraint 
without  cause. 

c.  The  patient's  statement  indicated  that  he  may  have  suffered  serious 
emotional  injury  as  defined  by  118  CMR  2.00  Definitions  and  M.G.L. 
cl9C  §1  Definitions. 


7.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  which 

indicated  that  a  patient  may  have  suffered  Serious  Emotional  Injury  in  Complaint 
#04/WBSH/92/l  82.    The  complaint  alleged  that  COLLATERAL  L  threatened  a 
patient  while  he  was  in  seclusion  and  insulted  the  REDACTED  using  obscenities. 

a.  The  patient  stated  in  writing  that  COLLATERAL  L  had  threatened  to  "fight" 
the  patient,  that  COLLATERAL  L  insulted  the  REDACTED  and  that  he  used 
obscenities. 

b .  The  patient  made  a  second  written  statement  concerning  the  actions  of 
COLLATERAL  L  which  included  the  phrase  "Mental  Abuse"  [underline  in 
the  original]  . 

c.  The  patient  stated,  during  interview  with  DMH  Investigator  Hnatiow,  that 
"he  was  overwhelmed  with  anger  incapable  of  speaking." 

d .  Another  patient  reported:  "if  you  buck  COLLATERAL  L  one  time  you  will 
become  a  victim  all  the  time  you're  in  the  hospital." 

e.  COLLATERAL  L  stated  to  DMH  Investigator  Hnatiow  that  he  has  to 
"punish"  patients. 


8.         COLLATERAL  J,  REDACTED,  failed  to  accurately  report  allegations  of 

abuse  to  the  DPPC  in  DPPC  Intake  #16427  and  which  were  contained  in  Complaint 
#04/WBSH/95/154. 

a .  COLLATERAL  J  had  reported  to  the  DPPC  hotline  that  COLLATERAL 

DDDD  had  threatened  to  "drop"  a  patient  "if  he  did  not  calm  down".  The  report 
was  screened  "out"  ,  i.e.,  did  not  require  investigation,  because  there  was  no 
indication  of  injury. 

However,  the  DMH  complaint  filled  out  by  the  patient  stated  that 
COLLATERAL  DDDD  grabbed  his  arm  and  was  "yelling"  at  him.  that 
COLLATERAL  DDDD  swore  at  him  and  made  an  obscene  gesture  at  him. 
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and  the  patient  alleged  that  the  physical  threats  had  been  made  more  than 
once. 

b.         DPPC  Hotline  Director  Ann  Murray  reported  that  the  case  would  have  been 
screened  "in"  for  investigation  if  the  complete  allegations  had  been  known 
to  the  DPPC  Screeners. 

9.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations 
contained  in  Complaint  #04/WBSH/94/ 175, which  alleged  that  one  MHW  had 
"punched"  a  patient  and  that  two  other  MHW's  had  threatened  another  patient. 

a.  The  Complaint  alleged  that  one  patient  was  "punched  in  the  face"  by  an 
MHW  and  was  "kicked  in  the  ribs",  and  that  another  patient  was 
"threatened"  by  two  MHW's. 

b.  The  DMH  conducted  a  104  CMR  24.00  Investigation,  indicating  that  this 
was  considered  to  be  "a  non-frivolous  allegation",  as  defined  by  104  CMR 
24.03. 

10.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #04/WBSH/92/304  which  alleged  that  a  MHW  verbally  abused 
a  patient. 

a.  A  patient  alleged  that  INTERVIEWEE  VII  "literally  screamed"  at  her  and 
that  his  behavior  was  "embarrassing  and  upsetting"  to  her. 

b .  •      The  patient  also  reported  that  INTERVIEWEE  VII  had  exhibited  "extreme 

behavior  such  as  this  before. 


11.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #04/WBSH/93/024 

a.  A  patient  alleged  that  COLLATERAL  S  was  "saying  sexually  provocative 
things"  in  front  of  her,  that  he  was  keeping  her  awake,  that  he  was  flicking 
a  lighter  at  her  and  was  agitating  her. 

b.  COLLATERAL  S's  reported  history  of  threatening  patients  and  his  use  of 
"Gestapo-like  tactics"  support  the  credibility  of  the  patient  in  this 

case. 

12.  WBSH  Administration  and  DMH  Internal  .Affairs  failed  to  report  allegations  of 
abuse  contained  in  Complaint  #4/WBSH/92/245.  as  required  by  M.G.L.  C.19C. 
The  Complaint  alleged  that  COLLATERAL  HH  spit  in  the  face  of  a  patient  and  used 
abusive  language  during  a  restraint. 

a.  The  patient  stated  in  writing  to  DMH  that  he  had  been  "pinned"  down  by 
COLLATERAL  HH  and  that  COLLATERAL  HH  "spit  four  times  in  my 
face." 

b .  The  patient  stated  to  the  DMH  Investigator  that  COLL ATERAL  HH  sw 

at  him. 
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c.  MHW  Stolakis  stated  that  COLLATERAL  HH  and  the  patient  "had  a  few 

words"  which  tended  to  lend  credibility  to  the  patient's  allegations. 

13.  WBSH  Administration  and  DMH  Internal 'Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #4/WBSH/9 3/072,  as  required  by  M.G.L.  C.19C. 

The  patient  reported  —  in  a  signed  statement  —  that  COLLATERAL  DDDD 
grabbed  him  around  the  neck  in  a  choking  manner  while  the  patient  was  seated  in 
the  dining  room. 

14.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  contained  in  Complaint  #04/WBSH/92/151  The  Complaint  alleged  that 
COLLATERAL  L  was  swearing  about  the  nurses  and  supervisors,  which  upset  a 
patient.  When  asked  to  stop  COLLATERAL  L  refused  and  ordered  the  patient  out 
of  the  Day  Hall.  The  patient  alleged  that  she  was  very  upset  by  this.  Further,  the 
patient  alleged  that  COLLATERAL  L  failed  to  adequately  monitor  patients 

on  1:1  observation  and  that  a  patient  suffered  injury  as  a  result.  This  patient 
further  alleged  inappropriate  interaction  between  COLLATERAL  L  and  other 
patients. 

a.  In  a  written  statement  concerning  these  events,  this  patient  alleged  that  she 
attempted  self  injurious  behavior  due  to  her  anger  at  COLLATERAL  L. 

b .  RN  Krauss  reported  that  COLLATERAL  L  was  loud  in  venting  his 
frustrations,  and  created  tension  with  the  staff.  RN  Krauss  also  reported 
that  she  was  aware  of  the  complaint  and  had  encouraged  the  patient  to  file 
her  report,  lending  credibility  to  the  statements  of  the  patient. 

c.  RN  Grace  reported  that  COLLATERAL  L  had  used  foul  language  at  the 
ime  the  patient  reported  he  did,  also  lending  credibility  to  the  statements  of 
the  patient. 

15.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #4/WBSH/93/072  which  alleged  that  an  MHW  struck  a  patient 
The  patient  reported  that  COLLATERAL  DDDD  "hit  me  on  the  left  elbow  with  his 
right  fist." 

16.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
abuse  in  Complaint  #04/WBSH/92/250  which  alleged  that  a  patient  was  being 
targeted  by  two  MHW's  and  that  this  behavior  was  creating  homicidal  feelings  in 
the  patient. 

a.  The  patient  stated  that  the  two  MHWs  "recreate  bad  feelings  in  me  which 

make  me  become  angry  and  say  thing  to  get  myself  in  trouble. . . " 

17.  WBSH  Administration  and  DMH  Internal  Affairs  failed  to  report  allegations  of 
possible  Serious  Emotional  Injury  in  Complaint  #4/WBSH/94/175 

The  patient  reported  that  it  was  his  belief  that  someone  had  urinated  in  a  cup  and 
COLLATERAL  NNN  forced  him  to  drink  from  that  cup.  The  patient's  complaint 
indicates  that  he  was  genuinely  upset  and  concerned  about  the  situation. 
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VI.     RECOMMENDATIONS: 

A.  It  is  recommended  that  the  Department  of  Mental  Health 

1 .      Begin  a  comprehensive  examination  of  failure  to  report  abuse  on  all  units  at  Westborough 
State  Hospital. 

2  .      Begin  a  rigid  enforcement  of  all  disciplinary  procedures  available  to  it  to  enforce  reporting 

of  abuse. 

3  .      Discipline  all  Administrators  and  Internal  Affairs  personnel  for  their  failure  to  report 

previous  abuse,  as  found  in  this  Investigation. 

4  .      Discipline  INTERVIEWEE  VI,  for  her  failure  to  report  abuse  and  her  failure  REDACTED 

and  all  MHW's  involved  in  the  events  of  August  12,  1993,  in  an  appropriate  manner. 

5  .      Discipline  INTERVIEWEE  VII,  for  his  participation  in  the  restraint  of  CLIENT  I,  his 

falsification  of  his  role  in  the  incident,  and  his  infliction  of  serious  physical  injury  on 
CLIENT  I.  It  is  recommended  that  this  discipline,  taking  into  account  the  previous 
allegations  against  him,  his  previous  falsification  during  investigations  and  his  pattern  of 
behaviors  with  patients  at  WBSH,  result  in  termination. 

6  .      Continue  to  ensure  that  COLLATERAL  HHHH  and  COLLATERAL  L  never  work  with 

patients  at  Westborough  State  Hospital  or  any  other  DMH  Facility  or  Program. 

7  .      Instruct  personnel  managers  and  hearing  officers  to  retain  all  records  of  statements  of  staff 

at  disciplinary  hearings. 

B.  It  is  recommended  that  DMH/WBSH  receive  training  for  both  staff  and  patients  in  reporting 
requirements  from  the  Disabled  Persons  Protection  Commission.  This  training  should  be 
mandatory  and  should  be  followed  by  criminal  sanctions  for  future  failure  to  report  by  mandated 
reporters. 

C.  It  is  recommended  that  a  copy  of  this  Investigation  Report  be  forwarded  to  the  Worcester 
County  District  Attorney  and  that  the  Office  of  the  District  Attorney  be  encouraged  to  pursue 
criminal  charges  against  COLLATERAL  L  and  against  any  other  personnel  who  failed  to  stop  the 
assault  or  to  report  abuse  as  noted  in  this  Investigation  Report. 

D.  It  is  recommended  that  a  copy  of  this  Investigation  Report  be  forwarded  to  the  Attorney 
General's  Office  for  consideration  of  criminal  charges  against  Westborough  State  Hospital 
personnel  who  may  have  violated  patient  civil  rights. 

E.  It  is  recommended  that  the  policy  of  not  utilizing  seclusion  at  WBSH  be  reviewed  by 
appropriate  personnel  within  DMH. 

F.  It  is  recommended  that  a  thorough  review  of  the  utilization  of  restraint  at  WBSH  be  conducted 
for  possible  application  of  less  restrictive  measures  to  control  difficult  patients. 
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APPENDIX  I 


PERSONS  INTERVIEWED  DURING  THIS  INVESTIGATION 


Kermit     Brown     —     DiMH  Interviewed      3/22/94,      12/8/95. 


A.     J.     Byrne    —    DMH    Interviewed    3/13/96. 


William     Crane     —     DMH     Interviewed     9/2/96. 


William   George  —  Assistant   District   Attorney,    Worcester   County. 
Interviewed  3/18/96. 


Theodore   Kirousis   —   Area  Director  for   the  Department   of  Mental   Health. 
Interviewed        4/3/96. 


Susan  Love  —  Director  of  Abuse  Prevention   and   Outreach  for  the  Disabled 
Persons    Protection    Commission.    Interviewed     4/11/96. 


Keith    Moore   —   Director   of   Personnel    at   WBSH.    Interviewed     10/6/95 
&      2/14/96. 


Ann    Murray    —  Director   of  Intake   at  the  Disabled   Person   Protection 
Commission.      Interviewed      4/11/96 


Richard   Pickett,   II  —  Investigation    Manager    for    DMH    Internal    Affairs, 
assigned    to    Westborough    State    Hospital.     Interviewed     1/12/96 


David    Potter    —   Unit   Director   of   Hennessy   2A.      Interviewed     3/13/96 


Steven   Scheibel  —  Chief  Operating   Officer   of  Westborough   State   Hospital 
since    October,     1993.    Interviewed      3/18/96. 


Mark   Signore   —   former   Legal    Advocate    at   WBSH.    Interviewed 

2/7/94,       3/22/94,       1/18/95 


Alan  Zampini  —  former   Chief  Operating   Officer   at  WBSH.    Interviewed 
1/30/96 


Donald  Zenos  —  Assistant   District   Attorney,    Worcester   County. 
Interviewed        3/19/96. 


CLIENT     I     —     Interviewed     1/18/95,     2/17/95,      1/15/96, 


INTERVIEWEE    II    —    DMH     Interviewed      2/13/96 


INTERVIEWEE     III—     DMH.  Interviewed        3/5/96. 


INTERVIEWEE     V—     DMH   Interviewed     3/5/96. 


INTERVIEWEE    VI    —    DMH.    Interviewed     2/8/96. 


INTERVIEWEE    VII    —    WBSH.      Interviewed     11/8/95. 


INTERVIEWEE     VIII—       WBSH     Interviewed     2/6/96 


INTERVIEWEE     XI—    WBSH.    Interviewed     1/12/96 


INTERVIEWEE    XV    —    WBSH.    Interviewed     1/13/95 


APPENDIX   II 
DOCUMENTS  REVIEWED 


All  documents  which  could  be  located  concerning  the  events  of  August  12,  1993,  and  the  resulting 
aftermath. 

Personnel  files  of  all  employees  involved  in  the  restraints  of  CLIENT  I  on  August  12,  1993. 

All  known  DPPC  and  DMH  Complaints  concerning  all  employees  involved  in  the  restraints  of 
CLIENT  I  on  August  12,  1993. 

Incident  Report  #812932-1  dated  August  12,  1993  from  INTERVIEWEE  XV  to  Chief  Cay  ford. 

Transcripts  of  the  DMH/WBSH  disciplinary  hearings  concerning  the  conduct  of  COLLATERAL  L 
and  COLLATERAL  HHHH. 

The  complete  WBSH  Medical  Record  of  CLIENT  I. 

The  complete  DMH  Investigation  files  concerning  Complaint  #  04-WBSH-93-246-A,  B,  C  and  D. 

DMH  Investigation  Reports  concerning  Complaint  #'s:  04-WBSH-93-247,  04-WBSH-92/151, 
04-WBSH-92/182,  04-WBSH-92/245,  04-WBSH-93/080,  04-WBSH-93/302,  04-WBSH- 
94/018,  04-WBSH-94/194,  04-WBSH-94/297,  04-WBSH-92/304,  04-WBSH-93/063,  04- 
WBSH-95/009,  04-WBSH-93/134,  04-WBSH-94/125,  04-WBSH-95/146,  04-WBSH-93/072, 
04-WBSH-93/269,  04-WBSH-95/154,  and  04-WBSH-95/167. 

The  WBSH  Medical  Records  of  CLIENT  in. 

The  medical  records  of  CLIENT  I  from  the  University  of  Massachusetts  Medical  Center. 

"Access  to  Personnel  Records"  —  letter  from  Michael  Brooks,  DPPC  Executive  Director  to 
Marsha  Hudgins,  DMH  Deputy  General  Counsel,  August  14,  1995. 

The  complete  records  of  CLIENT  I  from  Bridgewater  State  Hospital. 

DMH/WBSH  "Nonviolent  Physical  Intervention  and  Restraint/Seclusion,  Training  Outline" 

Westborough  State  Hospital  Policy  titled,  Restraint  and  Seclusion,  dated  February  6.  1989. 

Westborough  State  Hospital  Policy  titled,  Institution  of  Restraint  and  Seclusion,  dated  June  25. 
1995. 

Westborough  State  Hospital  Nursing  Guidelines  for  Seclusion/Mechanical  Restraint,  dated  June 
28,  1995. 

Letter  dated  August  12,  1993,  from  Eleanor  Sullivan  to  COLLATERAL  L. 


106 


Letter  to  Richard  Pickett  II  from  Eleanor  Sullivan  dated  August  16,  1993.  Appointment  of 
Investigator. 

M.G.L.  C.19C  Investigation  Reports  —  DPPC  #'sl0692',  10701,  11215,  14311,  15090,  & 
16427. 

Complaint  for  Investigation  —  August  27,  1993,  from  INTERVIEWEE  XVIII  to  Eleanor 
Sullivan,  Acting  Area  Director,  WBSH. 

Letter,  Action  for  Complaint  Log  #  04-WBSH-93/246  A,  B,  C,  &  D,  dated  June  3,  1994,  from 
Theodore  E.  Kirousis  to  Steven  Scheibel. 

Letter,  Consolidated  Interim  Appeal  Decision  -  Complaint  Log  Numbers  #04-WBSH-93-179  A. 
B.  C  225  A.  B.  C.  and  246  A.  B.  C.  D.  from  Valerie  Fletcher  dated  June  27,  1994. 

Appeal  of  Complaint  —  November  7,  1994  to  Valerie  Fletcher,  Deputy  Commissioner  -  DMH, 
dated  November  7,  1994. 

Appeal  on  Behalf  of  CLIENT  I.  sent  to  Valerie  Fletcher,  Deputy  Commissioner  -  DMH,  dated 
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APPENDIX  III 

MASSACHUSETTS   GENERAL  LAWS,  C123  §1: 

Definitions: 

"Restraint",  bodily  physical  force,  mechanical  devices,  chemicals,  confinement  in  a  place  of 
Seclusion  other  than  the  placement  of  an  inpatient  or  resident  in  his  room  for  the  night,  or  any 
other  means  which  unreasonable  limit  freedom  of  movement. 

"Likelihood  of  serious  harm",  (1)  a  substantial  risk  of  physical  harm  to  the  person  himself  as 
manifested  by  evidence  of  threats  of,  or  attempts  at,  suicide  or  serious  bodily  harm;  (2)  a 
substantial  risk  of  physical  harm  to  other  persons  as  manifested  by  evidence  of  homicidal  or 
other  violent  behavior  and  serious  physical  harm  to  them;  or  (3)  a  very  substantial  risk  of 
physical  impairment  or  injury  to  the  person  himself  as  manifested  by  evidence  that  such  a 
person's  judgment  is  so  affected  that  he  is  unable  to  protect  himself  in  the  community  and  that 
reasonable  provision  for  his  protection  is  not  available  in  the  community. 


APPENDIX  IV 

WESTBOROUGH  STATE  HOSPITAL  RESTRAINT  AND  SECLUSION  POLICY: 

The  "effective  date"  of  the  policy  in  place  on  August  12,  1993,  at  WBSH,  concerning  Seclusion 
and  Restraint,  was  February  6,  1989.  Significant  portions  of  that  policy  include  [all  emphasis  in 
original]: 

1.  POLICY  STATEMENT 

1.1  Restraint  and  Seclusion  may  only  be  used  in  an  emergency. 

Chemical  restraint,  mechanical  restraint,  physical  restraint  or  seclusion  may  be  used 
only  in  cases  of  emergency,  such  as  the  occurrence  of,  or  serious  threat  of,  extreme 
violence,  personal  injury  or  attempted  suicide.  Such  emergency  cases  shall  only 
include  situations  where  there  is  a  substantial  risk  of  serious  self-destructive 
behavior,  or  the  occurrence  of  serious  self-destructive  behavior,  or  a  substantial 
risk  of  serious  physical  assault,  or  the  occurrence  of  serious  physical  assault.  As 
used  in  the  previous  sentence,  a  substantial  risk  includes  only  the  serious,  imminent 
threat  of  bodily  harm,  where  there  is  the  present  ability  to  effect  such  harm.  A 
clinical  determination  that  a  substantial  risk  of  bodily  harm  exists  may  be  based  on  a 
patient's  current  condition  and  known  patterns  of  behavior,  and  does  not 
necessarily  require  actual  threat  of  harm  to  self  or  others. 

1.2  The  purpose  of  restraint  and  seclusion  is  to  prevent  the  continuation  or  renewal  of 
such  emergency  condition. 

Restraint  and  Seclusion  shall  not  be  used  as  punishment  or  for  the  convenience  of 
staff.  The  use  of  restraint  or  seclusion  shall  end  as  soon  as  a  clinical  determination 
is  made  that  the  emergency  condition  is  no  longer  present. 

1.3  Restraint  and  seclusion  may  only  be  used  after  other  less  restrictive  alternatives 
have  been  tried,  or  after  a  determination  that  such  alternatives  would  be 
inappropriate  or  ineffective  under  the  circumstances. 

Before  using  restraint  and  seclusion,  whenever  possible,  staff  shall  attempt  to 
reduce  the  dangerousness  of  the  situation  by  less  restrictive  alternatives. 

4.  MECHANICAL  RESTRAINT.  PHYSICAL  RESTRAINT  OR  SECLUSION 

Mechanical  restraint,  physical  restraint  or  seclusion  may  be  ordered,  after  a 
determination  that  an  emergency  condition  exists  and  no  less  restrictive  alternative  is 
available,  in  the  following  manner: 

4.1  Initial  Order 

4.1.1    An  initial  order  may  be  ordered  by  an  authorized  physician  who  is  present  at 
the  time  of  the  emergency.  Such  order  shall  be  valid  for  up  to  three  (3"» 
hours.  The  authorized  physician  shall  record  and  sign  the  order  in  writing  at 
the  time  of  its  issuance. 


4.1.2    It  an  authorized  physician  is  not  present  at  the  time  of  an  emergency,  an 
initial  order  may  be  issued  by  an  authorized  staff  person  who  is  present  at 
the  time  of  an  emergency.  Such  order  is  valid  for  up  to  one  (\ )  hour.  The 
authorized  staff  person  shall  record  and  sign  the  order  at  the  time  of  its 
issuance. 


9.  Process  Meeting 

Although  not  required  by  statute  or  regulation,  it  is  hospital  policy  that  all  involved 
staff  will  convene  a  meeting  to  process  the  use  of  restraint  or  seclusion  and  to  fill 
out  the  appropriate  forms  immediately  after  a  patient  has  been  placed  in  restraint  or 
seclusion,  and  the  ward  is  secure. 

§12.5.3         Physical  Restraint: 

12.5.3.2        Physical  restraint  may  only  include  bodily  holding  of  a  patient  with  no  more  force 
than  is  necessary  to  limit  the  patient's  movement. 
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WESTBOROUGH  STATE  HOSPITAL  RESTRAINT  AND  SECLUSION  POLICY 
DATED  November  20,   1990: 

s.  12.3        AUTHORIZED  STAFF  PERSON:  Any  member  of  the  clinical  staff  (i.e.  registered 
nurse  or  licensed  practical  nurse)  who  has  been  authorized  by  the  Chief  Operating 
Officer  to  order  mechanical  restraint,  physical  restraint  or  seclusion.  A  member  of  the 
clinical  staff  is  considered  to  be  authorized  by  the  C.O.O.  if  he  or  she  has 
successfully  completed  the  training  program  on  restraint  and  seclusion  offered  for  this 
purpose  by  Westborough  State  Hospital. 

s.  12.5.4     SECLUSION:  Except  when  a  patient  is  placed  in  his  or  her  room  for  the  night, 
seclusion  occurs  whenever  a  patient  is  both  confined  and  isolated. 

s.  13.1        Less  restrictive  alternatives  to  restraint  and  seclusion  shall  be  used  by  staff,  whenever 
possible,  to  reduce  the  dangerousness  of  a  situation.  Restraint  or  seclusion  may  only 
be  used  after  the  failure  of  less  restrictive  alternatives,  or  after  a  determination  that 
such  alternatives  would  be  inappropriate  or  ineffective  under  the  circumstances. 
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DEPARTMENT  OF  MENTAL  HEATH  RESTRAINT  AND  SECLUSION  POLICY: 

In  a  letter  dated  May  24,  1995,  Eileen  Elias,  Commissioner  of  the  Department  of  Mental  Health 
detailed  the  new  DMH  policy: 

I  would  like  to  share  with  you  the  enclosed  Department  of  Mental  Health  Policy  93-1  regarding 
seclusion  and  restraint.  Effective  May  20,  1993,  the  Seclusion  and  Restraint  Policy  will  clarify 
existing  regulatory  standards  regarding  restraint  and  seclusion  (104  CMR  3.12). 

The  Massachusetts  People/patients  Organized  for  Wellness,  Empowerment  and  Rights  CM- 
POWER)  and  the  Department  of  Mental  Health  have  been  negotiating  this  agreement  on  the  use 
of  seclusion  and  restraint  over  the  last  two  years.  M-POWER,  a  member  run  organization  of 
mental  health  consumers  and  current  and  former  psychiatric  patients,  worked  to  reform  the 
seclusion  and  restraint  practices  through  letters,  phone  calls,  demonstrations  and  negotiations 
with  the  Department.  This  new  policy  marks  the  first  time  consumers  initiated  a  reform  strategy 
and  won  a  victory  in  their  struggle  to  eliminate  the  stigma  of  mental  illness  and  to  be  treated 
with  respect  and  dignity. 

The  Seclusion  and  Restraint  Policy  will  be  distributed  throughout  the  Department  of  Mental 
Health  system,  will  be  placed  in  all  patient  handbooks  and  will  be  posted  on  patient  bulletin 
boards  in  DMH  facilities. 

The  Purpose  of  this  Commissioner's  Policy  Memorandum  is  to  clarify  existing  Department  of 
Mental  Health  standards  regarding  restraint  and  seclusion  (104  CMR  3.12). 

In  addition  to  clinical  Practice  Guidelines,  HCFA  Certification  Standards,  JCAHO  accreditation 
Standards,  DMH  Regulations,  and  Licensing  Standards,  the  following  are  expected: 

1 .  Patients  in  restraint  and  seclusion  must  be  fully  clothed  in  a  way  that  respects  their 
dignity  as  patients  express  it  and  poses  no  threat  of  harm. 

2.  Whenever  possible  patients  in  restraint  and  seclusion  should  be  allowed  to  use  the 
bathroom  and  to  use  a  male  attendant  for  a  male  and  a  female  attendant  for  a  female. 

3.  Staff  will  help  patients  calm  down  by  talking  to  them  or  by  using  other  non-violent 
means  prior  to  deciding  to  use  restraint  or  seclusion. 

4  If  seclusion  or  restraint  is  necessary,  staff  will  continue  to  talk  to  patients  to  help 

them  calm  down  or  use  other  non-violent  interventions. 

5 .  Patients  will  not  be  held  in  restraint  or  seclusion  for  more  than  1/2  hour  without  a 
break  unless  they  are  a  violent  threat  to  themselves  and/or  others  except  when  the  patient  is 
asleep. 

6 .  Patients  who  are  quiet  in  restraint  and  seclusion  will  be  allowed  up  for  a  free  trial 
period.  If  they  express  verbally  and  behaviorally  they  have  regained  control  prior  to  this 
trial  period,  they  will  not  be  put  back  in  restraint  and  seclusion. 

7 .  Staff  should  experience  restraints  as  part  of  their  training. 


THIS  WILL  BE  POSTED  ON  PATIENT  BULLETIN  BOARDS  ON  EACH  UNIT  AND  BE 
PRESENT  IN  ALL  PATIENT  HANDBOOKS. 
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MASSACHUSETTS   DMH  RESTRAINT/SECLUSION/ABUSE  SURVIVOR   TASK 
FORCE  REPORT,  1/25/96: 

". .  .restraint  or  seclusion  of  a  consumer  may  only  occur  when  there  is  occurrence  of  bodily 
harm  or  where  there  is  serious,  imminent  threat  of  bodily  harm  and  the  present  ability  to  effect 
such  harm."  (p.7) 


APPENDIX  VIII 

COMMONWEALTH  OF  MASSACHUSETTS  REGULATIONS: 
104  CMR  3.12  —  RESTRAINT  &  SECLUSION 

Important  sections  of  104  CMR  3.12  Include  the  following: 

(3)  Definitions. 

(a)  Adult.  As  required  by  M.G.L.  c.4,  s.7  an  adult  is  a  person  who  has  attained  the  age  of 
eighteen  (18). 

(e)  Restraint.. .is  a  term  that  includes  for  purposes  of  these  regulations  four  categories: 
mechanical  restraint,  physical  restraint,  seclusion  and  chemical  restraint.  By  statute, 
M.G.L.  c.  123,  s.l,  restraint  is  defined  to  mean  bodily  physical  force,  mechanical  devices, 
chemicals,  confinement  in  a  place  of  seclusion  other  than  the  placement  of  a  padent  in  his  or 
her  room  for  the  night  or  any  other  means  which  unreasonably  limit  freedom  of 
movement. . . 

1.  Mechanical  Restraint.  Mechanical  Restraint  occurs  whenever  any  physical  device  is 
used  to  restrict  the  movement  of  a  patient  or  the  movement  or  normal  function  of  a 
portion  of  his  or  her  body... 

2.  Physical  Restraint  Physical  restraint  occurs  whenever  bodily  physical  force  is  used  to 
limit  a  patient's  freedom  of  movement,  subject  to  the  following  limitations  or  exceptions: 

a.  Restraint  does  not  include  holding  a  patient  for  less  than  approximately  five  (5) 
minutes  by  a  staff  person  in  a  firm  but  gentle  manner  and  for  protection  of  the  patient 
or  another  person. 

b.  Physical  restraint  may  only  include  bodily  holding  of  a  patient  with  no  more  force 
than  is  necessary  to  limit  the  patient's  movement. 

3.  Seclusion.  Except  when  a  patient  is  placed  in  his  or  her  room  for  the  night,  seclusion 
occurs  whenever  a  patient  is  both  confined  and  isolated  in  any  one  of  the  three  (3) 
following  situations: 

a.  Closed  Door  -  Physically  or  Mechanically  Maintained.  Seclusion  occurs  whenever 
(i)  a  patient  is  isolated  by  being  placed  alone  in  a  room  or  an  enclosed  space  with  a 
closed  door  or  exit  and  (ii)  the  patient  is  also  confined  such  that  any  attempt  by  the 
patient  to  leave  from  the  room  or  space  will,  or  it  is  reasonably  believed  by  the  patient 
that  it  will,  be  blocked  by  a  lock  or  other  mechanical  holding  device  or  by  the 
physical  intervention  of  staff. 

b.  Open  Door  in  Isolated  Room  -  Physically  Maintained.  Seclusion  occurs  whenever 
a  patient  is  (i)  placed  alone  in  an  isolated  room  or  an  enclosed  space  with  an  open 
door  or  exit  where  staff  or  other  individuals  are  not  present  at  (or  within  visual  or 
verbal  contact  of)  the  open  doorway  or  exit  and  (ii)  the  patient  is  also  confined  such 
that  any  attempt  by  the  patient  to  leave  from  the  room  or  space  will,  or  it  is  reasonably 
believed  by  the  patient  that  it  will,  be  blocked  by  the  physical  intervention  of  staff. 


(Seclusion  in  this  open  door  situation  will  occur  only  if  the  room  itself  is  isolated 
from  intercourse  or  outside  influence.  Such  isolation  does  not  exist  for  example, 
when  the  room  opens  directly  to  (1)  the  main  hallway  of  an  active  ward  frequented  by 
staff  and  patients  or  (ii)  a  hallway  where  staff  is  stationed  at  all  tunes.  Such  isolation 
does  exist,  for  example,  when  the  room  open  to  a  corridor  (i)  that  is  set  off  from  the 
main  corridor  or  activity  center  of  the  ward,  (ii)  from  which  other  clients  are 
excluded,  and  (iii)  to  which  staff  would  come  only  for  the  purpose  of  making 
periodic  checks  on  the  condition  of  the  patient  in  the  room  J 

c.  Closed  Door  or  Open  Door  in  Isolated  Room  -  Other.  In  addition  to  the  situations 
described  in  104  CMR  3.12(3)(a)  and  (3)(b),  seclusion  also  occurs  whenever  (i).a 
patient  is  isolated  as  described  in  either  104  CMR  3.12(3)(a)  or  (3)(b)  and  the  patient 
is  also  confined  such  that  any  attempt  by  the  patient  to  leave  from  the  room  or  space 
will,  or  it  is  reasonably  believed  by  the  patient  that  it  will,  result  in  the  application  of 
sanctions  such  as  the  loss  of  privileges  which  the  patient  would  otherwise  have. 
(Seclusion  in  this  situation  will  occur  only  if  there  is  a  threat  or  if  application  of  a 
sanction  as  a  coercive  means  of  maintaining  a  patient  alone  in  the  room  or  enclosed 
space.  Such  a  sanction  is  not  threatened  or  imposed  and  seclusion  does  not  occur,  for 
example,  if  (i)  a  patient  is  given  information  based  on  a  reasonable  assessment  of  the 
patient's  present  clinical  condition  concerning  likely  developments  in  the  patient's 
clinical  condition  if  he  or  she  fails  to  voluntarily  enter  and  remain  in  the  room  or 
enclosed  space,  or  (ii)  the  patient  is  informed  of  the  likely  consequences  of  the 
patient's  present  or  anticipated  clinical  condition. 


(4)  Emergency  Basis  for  Chemical  Restraint.  Mechanical  Restraint.  Physical  Restraint  or 
Seclusion.  By  statute,  M.G.L.  c.123,  s.21,  chemical  restraint,  mechanical  restraint, 
physical  restraint  or  seclusion  may  be  used  only  in  cases  of  emergency,  such  as  the 
occurrence  of,  or  serious  threat  of,  extreme  violence,  personal  injury,  or  attempted 
suicide.  For  purposes  of  104  CMR.  3.00,  such  emergency  cases  shall  only  include 
situations  where  there  is  substantial  risk  of  serious  self- destructive  behavior,  or  the 
occurrence  of  serious  self-destructive  behavior,  or  a  substantial  risk  of  serious  physical 
assault,  or  the  occurrence  of  serious  physical  assault.  As  used  in  the  previous  sentence, 
a  substantial  risk  includes  only  the  serious,  imminent  threat  of  bodily  harm,  where  there 
is  the  present  ability  to  effect  such  harm. 

(b)  Purpose  of  Chemical  Restraint.  Mechanical  Restraint.  Physical  Restraint  or 
Seclusion.  Chemical  restraint,  mechanical  restraint,  physical  restraint  or  seclusion 
may  be  only  used  after  the  failure  of  less  restrictive  alternatives,  or  after  such  a 
determination  that  such  alternatives  would  be  inappropriate  or  ineffective  under  the 
circumstances,  and  for  the  purpose  of  preventing  the  continuation  or  renewal  of  such 
emergency  situation. 

(g)  Staff  Training  Facilities  utilizing  restraint  or  seclusion  shall  train  staff  in  the  safe 
and  appropriate  use  of  such  restraint  or  seclusion. 
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104  CMR     15.03  —  STANDARDS  TO  PROMOTE  CLIENT  DIGNITY: 

(4)  Protection  from  Mistreatment 

(a)  No  program  subject  to  this  chapter  shall  mistreat  a  client  or  permit  the  mistreatment  of  a  client 
by  staff  subject  to  its  direction.  Mistreatment  includes  any  intentional  or  negligent  action  or 
omission  which  exposes  an  individual  to  a  serious  risk  of  physical  or  emotional  harm. 
Mistreatment  includes  but  is  not  limited  to: 

1.  Corporal  punishment  or  any  other  unreasonable  use  or  degree  of  force  or  threat  of  force 
not  necessary  to  protect  the  client  or  another  person  from  bodily  harm; 

2.  Infliction  of  mental  or  verbal  abuse,  such  as  abusive  screaming  or  name  calling; 

3.  Incitement  or  encouragement  of  clients  or  other  to  mistreat  a  client; 

4.  Transfer  or  the  threat  of  transfer  of  a  client  for  punitive  reasons; 

5.  The  use  of  any  restraint  as  punishment  or  primarily  for  the  convenience  of  staff; 

6.  Any  act  in  retaliation  against  a  client  for  reporting  any  violation  of  the  provisions  of  this 
section  to  the  Department; 

7.  Any  act  in  violation  of  104  CMR  15.03. 

(b)  The  following  special  sanctions  shall  be  available  to  the  Department,  in  addition  to  those  se: 
forth  in  104  CMR  18.02  (1)  (d)  and  (8);  18.03  (6);  and  18.04  when  deemed  necessary  by  the 
Department  to  protect  the  interests  of  the  individual  client  involved  as  well  as  other  current  and 
former  clients  of  the  program. 

1.  Mistreatment  of  a  client  by  staff  or  persons  subject  to  the  discretion  of  a  program  shall  be 
grounds  for  suspension  or  revocation  of  the  license  or  the  provision  of  Departmental 
Financial  Assistance  by  the  Department,  grounds  for  disciplinary  action,  which  may 
include  dismissal; 

2.  Failure  of  an  employee  of  the  Department  to  report  to  the  Department  any  instance  of 
mistreatment  within  any  public  or  private  program  subject  to  this  chapter  shall  be  grounds 
for  disciplinary  action,  which  may  include  dismissal; 

3.  Failure  of  the  program  director  to  report  allegations  of  mistreatment  to  the  Department 
and  to  comply  with  the  procedure  described  in  104  CMR  15.03  (4)  (d)  for  the  investigation 
of  complaints  of  mistreatment  shall  be  grounds  of  suspension  of  the  license  or  the 
provision  of  Departmental  Financial  Assistance  and  with  respect  to  a  program  operated  by 
the  Department,  grounds  for  disciplinary  action,  which  may  include  dismissal.  The 
program  director  shall  report  all  allegations  of  mistreatment  and  denial  of  rights  to  the 
Human  Rights  Committee  and  the  Area  Office  for  review  and  monitoring  in  accordance 
with  subsection  (d)  below,  [investigations] 


(c)  Where  the  program  director  has  reasonable  cause  to  believe  that  a  felony  relevant  to  the 
functioning  of  the  program  has  been  committed  by  staff  persons  subject  to  his/her  direction,  a 
report  shall  be  filed  with  the  local  district  attorney,  in  accordance  with  M.G.L.  c.19,  S.14F; 

(5)  Restraint  and  Seclusion 

(c)  Physical  restraint  and  other  limitations  of  movement  may  only  be  utilized  in  emergency 
situations. 

1.  Physical  resttaint  may  only  include  bodily  holding  of  a  client  with  no  more  force  than  is 
necessary  to  limit  the  client's  movements. 

(d)  Physical  restraint  shall  be  utilized  to  the  minimum  extent  and  for  the  minimum 
duration  necessary  and  then  only  after  less  restrictive  means  of  protection  have  failed. 

1.  Each  program  shall  maintain  appropriate  documentation  of  restraint,  including  all 
less  restrictive  means  attempted  and  the  reasons  for  their  failure; 

3.  Physical  restraint  shall  be  employed  to  allow  the  client  the  greatest  possible  comfort,  and 
to  avoid  physical  injury  and  mental  distress. 

(e)  An  emergency  situation  justifying  the  use  of  physical  restraint  shall  be  limited  to: 

1.  Substantial  risk  of  serious  self-destructive  behavior; 

2.  Occurrence  of  serious  self- destructive  behavior; 

3.  Substantial  risk  of  serious  physical  assault;  or 

4.  Occurrence  of  serious  physical  assault. 

a.  Substantial  risk  shall  be  interpreted  to  include  only  the  serious,  imminent 
threat  of  bodily  harm,  where  there  is  the  present  ability  to  enact  such  harm. 

(f)  Physical  restraint  shall  not  be  used  without  the  prior  written  authorization  of  the 
program  director  or  a  designated  physician.  Where  neither  person  is  available,  restraint 
may  be  used,  provided  that  the  authorization  of  the  program  director  or  the  designation 
physician  is  obtained  as  soon  as  possible,  and  in  no  event  later  than  four  (4)  hours  after  the 
initial  occurrence. 

1.  For  all  programs,  the  program  director  may  appoint  a  designee  for  the  purpose  of 
authorization  of  physical  restraint  between  the  hours  of  10:00  p.m.  and  8  a.m. 

(g)  All  use  of  physical  restraint  shall  be  noted  in  the  client's  record.  This  notation  shall 
include: 

1.  The  nature  of  the  restraint; 

2.  The  reason  for  the  restraint; 

3.  The  types  of  less  restrictive  alternatives  which  were  tried; 

4.  The  person  authorizing  the  restraint 

5.  The  time  or  times  the  restraint  was  administered; 

6.  The  duration  of  the  restraint. 

(h)  The  program  director  using  physical  restraint  shall  submit  a  monthly  report  to  the 
Department  and  the  Human  Rights  Committee,  on  the  nature  and  frequency  of  physical 
restraint  in  the  program. 

1.  A  copy  of  this  report  shall  be  kept  on  file  at  the  program; 

2.  The  Department  and  the  Human  Rights  Committee  shall  review  such  reports  to 
determine  if  there  has  been  an  inappropriate,  reliance  on  the  use  of  restraint,  and  to 
determine  if  restraint  may  be  used  in  a  more  effective  or  appropriate  fashion: 


3.  The  Department  and  the  Human  Rights  Committee  may  make  recommendations 
concerning  necessary  technical  assistance  or  modification  of  the  program  to  the 
program  director  and  the  appropriate  Regional  Service  Administrator. 

(i)  The  Human  Rights  Committee  shall  investigate  all  complaints  that  the  rights  of  a  client 
are  being  abridged  or  threatened  by  the  use  of  restraint  and  generally  supervise  and  monitor 
the  use  of  restraint  in  the  program. 

(j)  Programs  subject  to  this  subsection  shall  also  comply  with  the  supplementary 
requirements  established  by  104  CMR  3.12  concerning  the  definitions  applicable  to 
restraint  and  seclusion  and  the  requirements  concerning  authorization,  use  and 
documentation  of  physical  and  chemical  restraint. 


